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This thesis explores alcohol use during pregnancy in relation to guidance, attitudes and 
social norms. The research was conducted in England, where at the time of the study 
pregnant women were advised to abstain but limit their intake if they chose to drink, and 
Sweden, where complete abstinence was endorsed. Alcohol use during pregnancy can have 
harmful effects on the developing foetus, yet there is an unsettled debate as to whether a 
safe limit exists. In some countries more than half of pregnant women report drinking and 
while factors such as age, socio-economic status, and pre-pregnancy drinking habits may 
influence continued drinking, there is a lack of research addressing wider socio-cultural 
factors, drinking occasions, and partner drinking. A greater understanding of why women 
drink during pregnancy can inform policy and practice to prevent alcohol-related birth 
defects. A mixed methods research study was undertaken, comprised of a survey, 
completed by 347 parents, and interviews with 44 parents and 16 midwives, aimed at 
exploring cross-cultural differences in prenatal alcohol use from a socio-ecological 
perspective. Data from the three strands were synthesised and contrasted using 
triangulation and mapped into meta-themes. The findings showed that English women 
were significantly more likely to drink during pregnancy than Swedish women. Partner 
drinking did not appear to influence women’s decisions around alcohol. Moral values 
underpinned the discourses of whether prenatal alcohol is acceptable; Swedish parents 
advocated for the rights of the foetus whilst English parents weighed that right against the 
woman’s right to autonomy. Consistent communication of an abstinence message was 
evident in Sweden, whereas English parents’ experiences varied, some even reported 
conflicting advice. In contrast, all midwives advised pregnant women to abstain. The 
findings suggest that clear communication of an abstinence message may contribute to 
shared social norms against drinking during pregnancy. However, a lack of clear evidence 
as to the effects of low level drinking was interpreted differently in the two countries.   
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Chapter 1 - Introduction 
1.1 Introduction 
 
Alcohol consumption is more common among men, who suffer more alcohol-related harm 
than women (WHO, 2014a). Yet, over time social structures have changed how much, 
when, and how women drink alcohol, as well as society’s views on women’s drinking 
(Berridge, 2013; Plant, 1997; 2008). A particular issue associated with women’s use, and 
abuse, of alcohol is the harmful effects it can have if consumed during pregnancy 
(Kesmodel, 2016). Due to the risks for negative outcomes on the developing baby, many 
countries recommend pregnant women to abstain completely from consuming alcohol. 
However, research has yet to established clear links between low levels of drinking and 
negative outcomes on pregnancy or child health and development (Falgreen Eriksen et al., 
2012; Flak et al., 2013; O’Keeffe et al., 2014; Plant et al., 1986; Skagerbø et al., 2012;). 
Sweden is an example of a country in which pregnant women are advised to avoid all 
alcohol throughout the entire pregnancy (NBHW, 2014). In the UK in January 2016, the 
Chief Medical Officers (CMO) published their recommendations for changes in the current 
drinking guidelines. According to the expert group, which reviewed the available evidence, 
the safest choice for pregnant women is to completely abstain from alcohol (Department of 
Health, 2015). This stricter emphasis on no alcohol during pregnancy is a move away from 
the ‘low risk’ guidelines, stated in the 2008 National Institute for Health and Clinical 
Excellence (NICE) guidelines (NICE, 2008). The move towards advising complete 
abstinence within official policy has been evident for example in the Nordic countries 
(Leppo & Hecksher, 2011) and Australia (NHMRC, 2009). The development of abstinence 
policy signifies the importance drinking during pregnancy has on the public health agenda.  
 
This mixed methods study adopted a cross-cultural design to explore attitudes towards and 
the use of alcohol during pregnancy as well as perceptions of drinking guidelines in two 
European countries. The overall aim was to gain a greater understanding of alcohol use 
during pregnancy, by comparing and contrasting attitudes and practices through a cross-
cultural public health lens. This study sought to compare and contrast these issues in 
England and Sweden, based on the differences in official policy that were in place at the 
time of the study. The new recommendations published by the CMOs in 2016 however had 
no impact on the outcomes of the current study as all data were collected prior to the 
publication of the recommendations. England and Sweden made an interesting case for 
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comparisons, as the prevalence of reported prenatal alcohol use in England is much higher 
than in Sweden. This research included a survey of 347 parents and interviews with 44 
parents and 16 midwives in the two countries, to explore the similarities and differences in 
prevalence, attitudes, and prevention of alcohol use during pregnancy. The cross-cultural 
design allowed for taking wider socio-cultural factors into account, and addressing issues 
that previously have not been raised, such as underlying moral values rooted in different 
cultures.  
 
This research makes a significant contribution to the existing literature. Specifically, this 
thesis shows the importance of the wider social environment of women’s drinking before 
and during pregnancy. Furthermore, it shows the moral underpinnings of views of rights 
regarding the rights of the foetus versus the rights of the woman. These views appear to 
encompass the understanding and attitudes of prenatal alcohol use, which may explain why 
previous research has indicated such wide differences in prevalence of maternal alcohol 
use. In the light of the new proposed CMOs’ guidelines, understanding factors that can 
support women in making informed decisions, such as clear information and support from 
partner and wider family, for a healthy pregnancy is essential. The use of the conceptual 
models in this thesis, namely teachable moments (McBride, Emmons & Lipkus, 2003), the 
Health Belief Model (Champion & Sugg Skinner, 2008), and the socioecological model of 
health (Bronfenbrenner, 1979; Sallis, Owen & Fisher, 2008) create a wider public health 
view on the issue. By using these frameworks, we can learn more about how to address 
alcohol use during pregnancy from a population approach as it highlights areas where 
maternity services can further enhance their dialogues with expectant parents. This needs 
to include discussions of how alcohol may have fit into parents’ lives prior to the 
pregnancy, and how that may influence their decisions during pregnancy. This research 
also indicates areas for future research and how preparation for parenthood modifies 
drinking behaviour but also fits into a wider social conceptualisation of alcohol use.  
 
In this chapter I will introduce the background to the research and the context in which it 
was conducted. I will then present the specific research questions guiding the study. The 
chapter continues with the approach taken to the research and my position as a researcher, 
the rationale for the study and contributions to the literature. Finally, I present the outline 
of the thesis.  
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1.2 Aim of the study 
 
The aim of this study was to increase the understanding of alcohol use during pregnancy. 
Specifically, the study aimed at exploring maternal drinking during pregnancy through a 
cross-cultural lens, in relation to attitudes and practices of prenatal alcohol use in England 
and Sweden. The specific research questions guiding the research were:  
 
 What is the prevalence of retrospective self-reported alcohol use during pregnancy 
in England and Sweden? 
 What factors are associated with continued alcohol use? 
 What are parents’ attitudes and practices of alcohol use during pregnancy in 
England and Sweden? 
 What are midwives’ perceptions of pregnancy drinking guidelines, women’s 
alcohol use during pregnancy in England and Sweden? 
 What are midwives’ practices of providing alcohol advice in antenatal care?  
1.3 Rationale for the study 
 
Despite recommendations that abstinence is the most prudent option for pregnant women, 
due to risks of alcohol-related birth defects and pregnancy complications (O’Leary, 2004; 
Riley, Infante & Warren, 2011), some women continue to drink during pregnancy. 
National data from England has shown that 41% of women drank in a recent pregnancy 
(McAndrew et al., 2012), compared to Sweden, where cross-sectional data has indicated 
that 6.5% of pregnant women had consumed alcohol (Skagerström et al., 2013). Continued 
alcohol use during pregnancy does not however happen in isolation, but fits into a wider 
context of women’s alcohol use. Higher levels of drinking before a pregnancy is a 
significant predictor for drinking during pregnancy (Anderson et al., 2014a; Chang et al., 
2006; Mallard et al., 2013; Skagerström, Chang & Nilsen, 2011). From a health promotion 
perspective therefore, it is important to understand women’s decision making around 
health behaviours during pregnancy. Asking pregnant women about their past and current 
alcohol use is therefore important to identify women who may need interventions to stop 
or reduce their intake to decrease the potential risk to the baby. Even so, there is a need for 
an understanding of why women choose to abstain or drink, in order to address the issue 




Although many women go through a pregnancy with a partner, there is limited attention 
given to the partner’s drinking. Having a heavy drinking partner can increase the 
likelihood of women drinking during pregnancy (Bakhireva et al., 2011). The limited 
literature on the topic is however not clear. While decisions about drinking have been 
found not to be determined by partner drinking (Crawford-Williams et al., 2015b), other 
research has indicated that a partner’s accepting attitude towards alcohol is associated with 
greater likelihood of drinking (van der Wulp, Hoving & de Vries, 2015). Partners are not 
always included in discussions around alcohol in antenatal care (van der Wulp, Hoving & 
de Vries, 2013), but evidence suggests that interventions to prevent or reduce alcohol use 
during pregnancy are effective when a partner is involved (Chang et al., 2005) or can 
encourage partners to offer the woman non-alcoholic options (Högberg, Spak & Larsson, 
2015). There is a gap in the literature for a wider perspective on the importance and 
influence of the partner, which may be important if intervention results can be enhanced by 
involving the partner.  
 
Attitudes towards alcohol use during pregnancy are important when considering how to 
frame health information and guidance about alcohol. The literature has shown 
associations between knowledge of the potential effects resulting from prenatal alcohol 
exposure (Peadon et al., 2010) and the perceptions women may hold about safe types of 
alcohol or safe periods of drinking (Elek et al., 2013; Loxton et al., 2013). Furthermore, 
pregnant women who abstain from alcohol are more likely to believe that women should 
abstain during pregnancy (Kesmodel & Schiøler Kesmodel, 2002), which suggests that 
attitudes may shape behaviour. Only a few studies have however explored women’s as 
well as partners’ attitudes (Crawford-Williams et al., 2015b; van der Wulp, Hoving & de 
Vries, 2013), and the literature lacks cross-cultural comparisons that can unpick how 
attitudes may differ between countries.  
 
One way of contrasting cross-cultural differences is within the context of guidance on 
alcohol use during pregnancy. At the time this research was undertaken, the advice to 
pregnant women in England followed a ‘low-risk’ approach, suggesting that women could 
drink small amounts of alcohol (Box 1) (NICE, 2008). The recommendation to Swedish 




Alcohol consumption during pregnancy  
 
Pregnant women and women planning a pregnancy should be advised to avoid drinking alcohol in the 
first 3 months of pregnancy if possible because it may be associated with an increased risk of 
miscarriage. 
If women choose to drink alcohol during pregnancy they should be advised to drink no more than 1 to 
2 UK units once or twice a week (1 unit equals half a pint of ordinary strength lager or beer, or one 
shot [25 ml] of spirits. One small [125 ml] glass of wine is equal to 1.5 UK units). Although there is 
uncertainty regarding a safe level of alcohol consumption during pregnancy, at this low level there is 
no evidence of harm to the unborn baby. 
Women should be informed that getting drunk or binge drinking during pregnancy (defined as more 
than 5 standard drinks or 7.5 UK units on a single occasion) may be harmful to the unborn baby. 
Box 1. Antenatal care for uncomplicated pregnancies – NICE Guidelines [CG62] 
 
In general, when considering drinking guidelines, it is important to keep in mind that for 
the general population they vary between countries, but also that the measure of a unit or 
standard drink varies. For clarity, table 1 provides an overview of the sizes of standard 
drinks in pure grams of alcohol across European countries (Scafato et al., 2016), Australia 
(NHMRC, 2009), New Zealand (Ministry of Health, 2016) and USA (U.S. Department of 
Health and Human Services and U.S. Department of Agriculture, 2015) as studies from 




Table 1. Grams of pure alcohol in standard drinks/units in European countries, 
Australia, New Zealand and USA.  





Czech Republic 16 
Denmark 12 
Estonia 10 
Finland  12 
France 10 
Germany 10;12 





Latvia  12 
Lithuania 10 
Luxembourg 12 
Malta 8; 10 
The Netherlands 10 
New Zealand 10 
Norway 12;15 
Poland  10 
Portugal 10 




Switzerland 10; 12 




Within the context of official drinking guidelines, midwives in antenatal care have an 
important role in providing information about the risks surrounding drinking, and in 
promoting a healthy lifestyle in general (Beldon & Crozier, 2005). Official drinking 
guidelines vary between, and sometimes even within, countries (O’Leary et al., 2007). 
Guidelines can be seen as an important part of prevention through i) specifically informing 
pregnant women who attend antenatal care and ii) informing the general public, to be 
aware of the risks with drinking during pregnancy in the event of a pregnancy. There is 
little evidence of the impact that official drinking guidelines have on women’s alcohol use 
during pregnancy. Anderson et al. (2012) compared compliance to the 2001 Australian 
‘low-risk’ guidelines and the 2009 abstinence guidelines. The 2001 Australian guidelines 
advised pregnant women to consider abstaining from alcohol, but limit their intake to 
seven standard drinks (for definition see table 1, p.6, equivalent of approximately 9 UK 
units) per week and no more than two standard drinks (2.5 UK units) per day (spread over 
at least two hours) (NHMRC, 2001). The study found that in the relatively short period 
after the new guidelines were published, the majority of women did not comply with the 
complete abstinence advice. Exploring prenatal drinking within different contexts of 
official drinking guidelines is therefore needed. This will further inform research in regards 
to whether different social norms form within countries that promote abstinence compared 
to ‘low risk’ guidelines, which to some degree approve of pregnant women’s drinking. 
Such an understanding of the surrounding factors that influence women’s decisions about 
drinking would also inform practice around the discussion of alcohol in antenatal care.  
 
The implementation of official guidelines is also an important area to explore. In England, 
the 2010 Infant Feeding Survey (IFS) highlighted that only 28% of women (surveyed 
postnatal) reported that they were recommended to abstain from alcohol during pregnancy, 
despite the 2008 NICE guidelines (see Box 1, p. 5) recommending avoiding alcohol 
(McAndrew et al., 2012). In Sweden, on the other hand, 97% of pregnant women in a 
cross-sectional survey perceived the recommendation from antenatal care to be complete 
abstinence (Nilsen et al., 2012). Previous research has addressed the provision of advice to 
pregnant women in antenatal care, suggesting that conversations about alcohol are not 
routinely happening (Crawford-Williams et al., 2015b, 2015c; Meurk et al., 2014) and 
health professionals therefore may only address alcohol if women disclose alcohol use or 
display other risk factors (Diekman et al., 2000). Implementing routine practices of 
screening and alcohol brief interventions into antenatal care can be hindered by barriers 
such as perceived heavy workload and lack of an established relationship with women at 
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the initial appointment. Furthermore, midwives have been found to question the need for 
routine screening and alcohol brief intervention programmes as most women 
spontaneously stop drinking (Doi, Cheyne & Jepson, 2014). Recent studies have also 
suggested that midwives are not convinced they should be advising women about complete 
abstinence when the evidence on low levels of drinking is not clear (Crawford-Williams et 
al., 2015c; van der Wulp, Hoving & de Vries, 2013). There is therefore a need to explore 
how midwives practices and attitudes compare in different countries.  
1.4 Research context  
 
This research was conducted in two settings; one region in England (Merseyside) and one 
region in Sweden (Örebro County), displayed in Figure 1.  
 












Images by Nilfanion and TUBS, distributed under CC-BY 3.0.   
 
The process of deciding on the settings started with Merseyside, situated in North West of 
England with a total population of 1.4 million inhabitants (Office for National Statistics, 
2012). Health profiles for the North West region, where Merseyside is situated, indicate 
that levels of alcohol consumption as well as alcohol-related harm are higher than the 
average for England. National survey data from 2013 from the Office for National 
Statistics show that among those who reported drinking in the week prior to the survey, a 
higher proportion exceeded 3 (female)/4 (male) units on their heaviest drinking day 
compared to the average in England (57% of females and 51% of males, respectively). The 
proportion exceeding 6/8 units was also higher (32% and 25%, respectively) as was the 
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proportion that exceeded 9/12 units on their heaviest drinking day (13% and 18%, 
respectively) (Office for National Statistics, 2013a). The 2015 health profile for the North 
West of England from Public Health England (PHE) indicates that the region has 
significantly higher hospital stays for alcohol-related causes compared to the average for 
England, and the Liverpool area is higher than the regional as well as national average 
(PHE, 2015). At the time when this research was designed there was a specific interest 
from Liverpool City Council in studying and preventing alcohol use during pregnancy. The 
local Health and Wellbeing strategy 2012–2015 stated that 45,000 women in Liverpool 
drank at harmful levels. The strategy mentioned that there were 100,000 women of 
childbearing age in Liverpool, yet not how many of those that were drinking at harmful 
levels. Alcohol use at ‘harmful levels’ during pregnancy was described as putting the baby 
at risk for adverse outcomes and the Council therefore viewed this as an important areas of 
focus (Liverpool City Council, 2012). The research setting was extended to the entire 
Merseyside region in order to account for a wider perspective than only that of urban 
inhabitants. 
 
There were several reasons why a comparative approach was considered appropriate to 
study this public health issue. As a Swedish researcher living in England, with knowledge 
of the differences in levels of drinking in Sweden and England, my personal interest 
encouraged me to choose Sweden as a comparator to England. Furthermore, a link with 
Örebro University already existed, as a result of my Master’s degree at the School of 
Health and Medical Sciences. As a region, Örebro County, with the regional capital Örebro 
(144,200 inhabitants), is smaller than Merseyside with an approximate population of 
290,000 inhabitants (Statistics Sweden, 2016). The region is located in central Sweden, 
about 200 kilometres from the capital Stockholm (see figure 1). Statistics for 2012-2015 
from the Public Health Agency show that the proportion of risky drinking, defined as a 
score on  the Alcohol Use Disorder Identification Test (AUDIT) of 5-12 for women and 
6-12 for men, in the region was lower than the national average (13% and 16%, for women 
and men respectively). For all three categories of alcohol-related hospital admissions 
(alcohol-related liver disease, alcohol poisoning, and ‘diagnosis according to alcohol 
index’), the region has lower rates per 100,000 people for both men and women (PHA, 
2015c). 
 
Available statistics for alcohol use during pregnancy show that the prevalence of prenatal 
alcohol use in England decreased from 55% in 2005 to 41% in 2010. Within the same 
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period there was a decrease in women reporting “drinking less”, from 62% to 47%. 
Similarly, there was an increase in women who stopped drinking completely, from 33% in 
2005 to 48% in 2010 (McAndrew et al., 2012). In Sweden, national data on alcohol use 
during pregnancy is available from 2012 and 2013. This data is collected to follow-up on 
the national alcohol, narcotic drugs, doping, and tobacco strategy (ANDT, see further in 
2.6.1). The data shows a decrease in proportion of women who screened positive for risk 
drinking on the AUDIT tool (>6 points), from 6.2% in 2012 to 5.6% in 2013 (PHA, 2015a). 
In summary, different measures for alcohol consumption or harm are available, but even so 
these two regions are shown as quite different. This is important to keep in mind when 
contextualising the results.   
1.5 Cross-cultural research 
 
The literature on alcohol use during pregnancy has over several decades shown that 
women continue to drink during pregnancy, which is the case in countries where 
abstinence is advised and where ‘low-risk’ guidelines are endorsed. To my knowledge at 
the time of writing this thesis, no previous research had compared prevalence and practices 
in countries with different policy and guidance relating to alcohol during pregnancy. The 
aim of comparative research, commonly used within cross-cultural studies, is to “explore 
and explain the similarities and differences between comparable ‘items’ in different areas 
in order to improve health and the functioning of health services” (Øvretveit 1998, p.6). By 
making comparisons of the same ‘item’, explanations or solutions to problems may be 
discovered that have not previously been considered (Øvretveit, 1998). While 
acknowledging that comparative research as a methodology is complex with inherited 
limitations, this simple definition was the foundation for developing the research.   
 
When considering alcohol use in the general population, there are variations between 
countries in regards to when and how people consume alcohol. Furthermore, there are also 
different social norms for what societies perceive as acceptable, such as being intoxicated 
or women drinking alcohol (Babor, 2010). Studying these differences, with specific focus 
on pregnancy, can therefore be valuable to the existing literature. This has been 
acknowledged previously. For example, Room (1988) argued that “a fuller understanding 
of cross-cultural variation in drinking practices and problems will give us new tools in the 
prevention and treatment of alcohol problems” (p.31). Furthermore, Room argued that the 
attributions and expectations on alcohol influence whether alcohol use will be viewed as 
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acceptable or problematic within different contexts in society. Previous cross-cultural 
research has included the relationship between alcohol sales and homicide (Rossow, 2001), 
gender differences in consumption and subsequent alcohol-related harm (Wilsnack et al., 
2000), and prevalence of alcohol use during pregnancy (O’Keeffe et al., 2015). The 
application of comparative research has in these studies been useful, but there is a lack of 
mixed methods research (MMR) making further inferences specifically as to why 
prevalence rates of prenatal alcohol use vary between countries and the cultural factors that 
may influence pregnant women’s alcohol use.  
1.6 Research approach and researcher position 
 
A mixed methods study was undertaken, comprised of a survey with 347 parents and 
interviews with 44 parents and 16 midwives, which aimed to explore cross-cultural 
differences in prenatal alcohol use from a socio-ecological perspective. Data were 
collected through structured questionnaires and semi-structured interviews, which were 
subsequently compared and contrasted through triangulation. The research addressed 
issues of validity and reliability, as well as trustworthiness of qualitative research, to 
ensure rigor of the research undertaken and best practice for MMR was followed.  
 
This research has been conducted based on the principles of public health science, with the 
aim of improving health and preventing disease (Baggot, 2011; Mabhala & Wilson, 2009). 
During the course of the research, I found that the interdisciplinary nature of public health 
science is evident in the study of alcohol use during pregnancy. I approached this topic as a 
Swedish public health researcher with no clinical background relating to maternal health, 
and having never been pregnant. All these factors played a role in the way I viewed this 
issue and meant I had to reflect a lot upon my own position. Coming from a public health 
perspective allowed me to look beyond a medical paradigm and explore the social aspects 
of drinking during pregnancy. The need for a biopsychosocial model of health has been 
addressed over the last decades, with the need to move away from the traditional disease 
model (Engel, 1989). Alcohol use during pregnancy is no exception in this regard. The 
concerns about the toxicological effects of alcohol and its manifestation, in what has been 
described as ‘moral panic’ of Foetal Alcohol Spectrum Disorders (FASD) (Armstrong & 
Abel, 2000), could be argued to stem from a deeper rooted ethical debate of women’s right 
to autonomy in the pro-life versus pro-choice debate of abortion (Markens, Browner & 
Press, 1997). Increased medicalisation and developments in, for example, foetal 
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monitoring have been argued to increase the focus on the foetus as a person with its own 
rights (Lupton, 2012). It became clear to me that if I was to study cultural differences in 
abstinence during pregnancy, as well as perceptions and attitudes, then I could not reject 
the underpinning values in society about gender roles, gender equality, and women’s right 
to autonomy over their own bodies. These were aspects that I became aware of throughout 
the research and these are addressed in the discussion to further inform future research 
which should acknowledge the underpinning ideological values of this issue.  
 
I recognised that my position within this thesis was initially influenced by the social norms 
in Sweden where I spent most of my life. Low levels of reported alcohol use during 
pregnancy (Skagerström et al., 2013) and strong norms against drinking (Skagerström, 
Häggström-Nordin & Allehagen, 2015) are likely to have contributed to my initial 
perceptions. I had never reflected upon this issue before initiating this research and may 
subconsciously have shared similar views as those held by my participants, regarding 
women who drink during pregnancy. However, as I initiated my research in England I 
came to reflect upon the differences in how prenatal alcohol use was addressed at the 
policy level, as demonstrated in the 2008 NICE guidelines (NICE, 2008). The complexities 
in the evidence of low to moderate drinking made me aware that women’s alcohol use 
during pregnancy from a public health perspective is complex. Ideologically, I believe in 
autonomy of the individual, but with all behaviours that are associated with some level of 
risk, the Government has a responsibility in communicating clear information of such risks. 
Discourses on public health policy often relate to ethical issues of the role of the 
Government, ‘nannying’ the population towards behaviours, that from a societal point of 
view, are beneficial (Nuttfield Council on Bioethics, 2007). Drinking during pregnancy is 
no exception, but is highly influenced by strong moral views on the concept of good 
mothering (Ford, 2013; Lupton, 2012).  
 
I do not argue that drinking should be promoted during pregnancy, but rather that there is a 
need for consistency and clarity in the advice to pregnant women to ensure they can make 
informed decisions. Furthermore, there needs to be a sensible debate on what the known 
risks with drinking are, and the uncertainties that exist in the evidence around low to 
moderate drinking. Information about the risks with drinking, and the current evidence 
base around low to moderate drinking, needs to be available and communicated effectively 
in maternal health care. Finally, while intentional drinking should be addressed and 
explored, I believe that there is also a need to balance information to avoid worry or 
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distress to women who may have consumed alcohol before they knew they were pregnant. 
This puts prenatal alcohol use in a wider context of women’s alcohol consumption over the 
life course, where the pre-pregnancy (regardless of whether the pregnancy is planned or 
unplanned) period is important. From the results of this research, which has specifically 
focused on the pregnancy, I will draw conclusions and make recommendations for 
applying the findings in a broader context.  
1.7 Contribution to research 
 
This research is the first attempt to extensively explore prenatal alcohol use from a cross-
cultural perspective. The findings show that difference in perceptions regarding drinking 
during pregnancy are underpinned by moral values of women’s autonomy and rights of the 
unborn child within these two different cultural contexts. It also highlights the policy 
approach taken in England, where the uncertainty of the level of risk previously has been 
emphasised as low, creates many different opinions of what is ‘right’ when it comes to 
alcohol and pregnancy. It shows how the strong abstinence message in Sweden has been 
adopted on all levels, and has led to the fostering of strong social norms around prenatal 
alcohol use. The findings show the different ways women, and their partners, conceptualise 
their relation to alcohol when they get pregnant. Further understanding of these views can 
assist midwives in improving conversations with expectant parents. This research suggests 
that midwives need to acknowledge that ‘drinking during pregnancy’ can mean different 
things for different women and that even though women may report abstinence in early 
pregnancy they may drink in later stages of the pregnancy. These findings also add to the 
literature by suggesting that disparities in how researchers or health professionals, and 
women, define drinking during pregnancy, affect levels of reported alcohol use. Finally, 
the current research shows that social norms may be well engrained and shape perceptions 
around drinking during pregnancy, which are important to consider in disseminating the 
new CMOs’ recommendations of abstinence (Department of Health, 2015).  
1.8 Overview of thesis 
 
This thesis includes work from three individual studies conducted in two different sites; 
Merseyside in the UK and Örebro County in Sweden. The first part of the thesis (Chapter 2) 
includes a comprehensive literature review of women’s alcohol use, a brief overview of the 
research on associated risks with prenatal alcohol consumption, and research on prevention 
of alcohol use during pregnancy. The chapter finishes with an overview of the conceptual 
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framework for the study. Chapter 3 provides an overview of the methodology, including 
the research paradigm, important aspects of cross-cultural research including translation, 
and an overview of the methods used in each of the three studies. The chapter concludes 
with a discussion around ethical aspects of the study and an overview of its limitations.  
 
In the following three chapters, the results of the three individual studies are presented in 
their own capacity. Chapter 4 presents the findings from the cross-sectional survey of the 
347 parents in the two sites. The results show that in the total sample 21% of women drank 
any alcohol during pregnancy, however while only 4% of Swedish women reported any 
alcohol use 44% of English women reported this. Logistic regression analysis showed that 
being English, being employed, drinking at higher frequency before pregnancy, and 
drinking at higher levels at special occasions before pregnancy predicted any alcohol use 
during pregnancy. Chapter 5 and 6 presents the findings from the qualitative strand of the 
study. In Chapter 5 I present the findings from an interview study with 44 parents under 
four emerging themes; i) Knowledge and conceptualisation of risk; ii) Transition of 
alcohol habits; iii) Moral discourses; and iv) Perceptions of alcohol advice. Chapter 6 
includes the results from interviews conducted with 16 midwives practicing in the two 
study sites. The analysis identified four main themes in the data; i) pregnant women’s 
lifestyle; ii) The midwifery role; iii) antenatal care practices; and iv) health promotion and 
public health in antenatal care. The final chapter (Chapter 7) of the thesis presents the 
integrated findings from triangulation of the three study methods in a mixed methods 
synthesis. These findings are discussed in relation to their importance for policy and 
practice. Finally, I conclude the thesis by discussing the strengths and limitations, my own 














Chapter 2: A literature review of prenatal alcohol use 




This chapter provides an overview of the literature in the field of alcohol use during 
pregnancy as well as wider relevant areas of research including women's drinking, health 
promotion during pregnancy and alcohol prevention in antenatal care, alcohol policy, and 
theories of behaviour change. The literature included were obtained through searches 
conducted using databases including PubMed, Science Direct, and Google Scholar. Search 
terms (used in various combinations) such as abstinence, alcohol, attitudes, drinking 
guidelines, knowledge, midwives, pregnancy, partner, paternal alcohol use 
prenatal/maternal drinking were used. In addition, manual searches of reference lists in 
relevant papers, newsletters (including NOFAS, NOFAS-UK, and EUFASD news), 
websites (such as Government websites, the World Health Organization (WHO), national 
statistics websites, and health professional bodies' websites (such as Royal College of 
Midwifery). Furthermore, key authors in the field were identified through attending 
conferences (such as the European FASD conference). Personal communication with 
researchers was also as a way of identifying key texts. Each paper or source was appraised 
focusing on the specific research questions for this project (see 3.2) and the populations of 
interest (women, partners and midwives). Furthermore, papers were assessed in relation to 
the methodology used, the relevance of different methods to the project, and the validity of 
methods used.   
 
Perhaps an important starting point of this thesis is not only to consider the concept of 
drinking during pregnancy, but the role of alcohol in the lives of many people in Western 
societies. Does prenatal
1






                                                 
1 Throughout this thesis I use prenatal and maternal alcohol use interchangeably when referring to alcohol use during pregnancy.  
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On the one hand, we need to consider our society’s relationship with 
alcohol – is it surprising that a pregnant woman chooses to drink alcohol 
when it is such an accepted and normal part of everyday life for the rest of 
us? Why is abstinence so often seen as an oddity that has to be excused? It 
is within this wider social context that we must view alcohol consumption 
during pregnancy. Only with stronger alcohol policies throughout the UK 
will we start to change this social norm and create an environment that 
supports anyone choosing to abstain from alcohol use, and in this reports' 
context because of the potential of conception.  
Professor Sheila the Baroness Hollins (BMA, 2015, p. vii)  
 
Wider public health concerns of women’s drinking is an important consideration, due to 
the association between pre-pregnancy drinking levels and continued alcohol use during 
pregnancy (Skagerström, Chang & Nilsen, 2011). The above quote is from a report on 
prevention and managing of FASD (BMA, 2015), published around the same time as the 
CMOs in England published the new proposed drinking guidelines for the UK 
(Department of Health, 2015). The move towards abstinence guidance, despite no change 
in the available evidence on the risks associated with low level drinking, alongside this 
report signifies the importance of prenatal alcohol use on the public health agenda 
(O’Keeffe et al., 2016). In this literature review I explore the wider impact of alcohol on 
the global burden of disease, and the variance on women’s drinking before and during 
pregnancy. I also discuss the specific importance of discourses around women’s drinking 
and the societal perceptions surrounding women’s responsibility to become and function as 
good mothers (Berridge, 2013). I then present a review of the associated risks with prenatal 
alcohol use, associated predictors, policy perspectives, and prevention. Finally, I outline 
the conceptual framework for the thesis.  
2.2 Alcohol and gender 
2.2.1 Women’s drinking in context 
 
Women’s alcohol use has been and is still conceptualised in different discourses to men’s. 
Historically, drinking among women was seen as immoral, damaging, and potentially 
dangerous to society (Berridge, 2013). More recently there has been a re-definition of 
gender roles as drinking has become a more accepted practice among women (Lyons & 
Willott, 2008), and changing social roles of women over time has subsequently changed 
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their drinking (Plant, 2008). From a gender perspective, alcohol drinking may have 
different functions for women than for men. However, many health risks are the same for 
both genders, even though women suffer problems at lower levels of drinking (2.2.3). Yet  
there are additional risks for women, as the night time economy, for example, is seen as an 
unsafe place due to the risks of spiking of drinks or sexual assault (Brooks, 2011, 2013; 
Sheard, 2011). Health discourses of women’s drinking habits are gendered, however, in the 
sense that focus is on consequences to the female body, whereas discourses around men’s 
drinking are not framed in relation to the male body (Månsson & Bogren, 2014). Social 
norms of masculinity and femininity are sustained and reinforced through the use of 
alcohol (Holmila & Raitasalo, 2005), but also in creating gender identities (Emslie, Hunt & 
Lyons, 2013; Emslie, Hunt & Lyons, 2015; Simonen, Törrönen & Tigerstedt, 2013).  
 
Women’s drinking over the last decades has been portrayed as conforming to traditional 
masculine drinking practices. This has been described as adjusting to an existing ‘lad 
culture’ of drinking – creating the ‘ladettes’ (Jackson & Tinkler, 2007). Adapting to 
masculinised behaviour fits within a frame of risk, whereas a pleasure frame is applied to 
the benefits of women’s drinking, particularly in women’s magazines (Månsson & Bogren, 
2014). In addition, media reports have focused on gendered aspects such as appearance but 
also on motherhood. Women’s drinking may limit the ability to get pregnant, as well as 
having the potential to harm their future child if they drink when they are pregnant (Day, 
Gough & McFadden, 2004). Furthermore, an analysis of Swedish media from 1955 to 
2010 found reoccurring paternalistic discourses of women’s drinking that stigmatised their 
behaviour. As part of the transition into a more gender equal society, discourses have also 
emerged that describe women as informed consumers, with alcohol consumption part of 
liberation and increased gender equality (Roumeliotis & Törrönen, 2012). Underpinning 
these discussions around alcohol use among women is the concern that their behaviour is 
harmful, and to some extent more so than their male counterparts.  
 
A common discourse in regards to alcohol in modern times, as well as historically, is 
women’s responsibility towards the quality of her offspring. Historically women who 
drank were seen as potential threats towards society, as she may harm her child if drinking 
whilst pregnant (Berridge, 2013). Women’s drinking habits have been described as 
irresponsible or even immoral, as the concept of a ‘being a good mother’ is often framed in 
zero tolerance to drinking during pregnancy or as a mother of an infant (Bell et al., 2009). 
Furthermore, there appears to be disproportional attention on the responsibility in relation 
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to alcohol among mothers, with few mentions of alcohol’s effect on men’s ability to 
become a father or care for a child (Bogren, 2011). In Australia, a study showed that in the 
media mothers’ alcohol use is framed within a perception of risk taking, with strong moral 
connotations about their parenting responsibilities. While news stories at times presented 
findings from research, the focus was on a minority of high risk drinkers during pregnancy, 
rather than overall prevalence (Holland, McCallum & Blood, 2015). Narratives in UK 
newspapers have also focused on responsibilities of motherhood, whereby pregnancy (or 
even before that) is the starting point (Lowe, Lee & Yardley, 2010).  
2.2.2 Alcohol in Europe, England, and Sweden 
 
Alcohol is the most widely used drug in the world, but there are differences in alcohol use 
among men and women. Global statistics indicate that not only are men more likely to be 
drinkers, they also drink in greater quantities (WHO, 2014a). The latest ‘WHO Global 
Status Report on Alcohol’ showed that 28.9% of women and 47.7% of men were defined 
as current drinkers (defined as having had an alcoholic drink in the last 12 months). 
Moreover, men on average drink more than twice the quantities of women; globally, 
alcohol per capita for men is estimated to be 21.2 litres of pure alcohol compared to 8.9 
litres for women. Men are also more likely to engage in heavy episodic drinking (HED) 
(defined as >60g of pure alcohol in at least one occasion in the last 30 days). Among men, 
the prevalence of HED was 21.3% among and among women 5.7%. The highest 
prevalence of HED in both men and women is in the European Region, which also has the 
highest overall consumption, with prevalence of 31.8% in men and 12.6% of women 
(WHO, 2014a). Trends of consumption however vary within the region; the alcohol per 
capita is much higher in the Central-western, Western, Central-eastern and Eastern 
countries than in Southern Europe and the Nordic countries. This is also evident in levels 
of harm, where alcohol-attributable mortality rates in the first three country groups exceed 
those of Southern Europe and the Nordic countries for both men and women (WHO, 
2013a). Even though women are reporting lower levels of drinking than men it should be 
acknowledged that the increase over time may not only be caused by actual increases in 
consumption. Heath (1991) suggested that the stigma women have historically experienced 
in relation to drinking has been somewhat removed over time, allowing women to report 
on their drinking more than was previously possible.  
 
England and Sweden belong to two very different country groups within the European 
Region. The alcohol per capita in the central-western and western countries in 2010 was 
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approximately 11 litres, compared to approximately 8 litres in the Nordic countries. 
Furthermore, standardised death rates are higher for both men and women in the Central-
western and western countries (WHO, 2013a). At the country level, a 2013 report from the 
Organisation for Economic Co-operation and Development (OECD) showed that the 
alcohol per capita in the UK increased by 2% between 1990 and 2011. In Sweden the 
average consumption in Sweden increased by 16% between 1990 and 2011. However, 
despite the increase Sweden was still below the average of adult per capita consumption in 
the OECD34 countries (9.4 litres), at 7.4 litres, whereas the UK was above (10.0 litres) 
(OECD, 2013).  
 
Survey data from Great Britain (GB) (England, Scotland, and Wales) shows that 52% of 
women interviewed had consumed alcohol in the past week, which decreased from 57% in 
2005. The overall trend in consumption for both men and women in GB has been for 
reductions in the prevalence of drinking as well as binge drinking, which is mainly the 
effect of decreases among the youngest age groups (Office for National Statistics, 2013). 
The national lower-risk drinking guidelines for women at this time were to not regularly 
drink more than 2–3 units (for definition see table 1, p.6) in one day (Department of Health, 
2008). Overall, 26% of women exceeded this recommendation in 2013, but when 
considering drinkers only this figure increased to 51%. Among women in the category of 
childbearing age (18–44 years), 65% of women aged 16–24 years and 60% of 25–44 year-
olds exceeded the lower-risk guidelines (Office for National Statistics, 2013). Binge 
drinking (defined as <6 units on the heaviest drinking day in the week prior to the 
interview) (HM Government, 2012) was reported by 22% of female drinkers, with the 
highest prevalence among women aged 16–24 year-olds and 25–44 years (37% and 30%, 
respectively). Exceeding nine units on the heaviest drinking day in the past week was also 
most prevalent in the youngest age groups; 28% of 16–24 year-olds and 17% of 25–44 
year-olds reported exceeding this limit (Office for National Statistics, 2013).  
 
Data on alcohol consumption from the Swedish Public Health Agency are based on 
AUDIT scores and focus on risk drinking (defined as a score between 6 and 12 for women). 
In the 2014 data, 13% of women were defined as drinking at risky levels, more prevalently 
in the youngest age group (16–29 years) at 27%. In the age group 30–44 years 10% of 
women drank at risky levels. Of the total sample, 11% had been intoxicated at least once 
per month or more often in the last 12 months, which was highest among women aged 16–
29 years (33%). Among women aged 30–44 years, 8% had been intoxicated at least once. 
  
20 
Six percent of women had been intoxicated twice per month or more often, which was also 
highest in the youngest age group (19%). In the age group 30–44 years, three percent had 
been intoxicated twice per month or more (PHA, 2015b).  
 
Whilst in adult males drinking is more frequent and in higher quantitates than females 
(WHO, 2014a), European statistics have indicated that differences among drinking in 
adolescents are much smaller. The 2011 European School Study Project on Alcohol and 
Other Drugs (ESPAD) report showed that lifetime use of alcohol among 15 to 16-year-olds 
was 87%. Seventy-nine percent had used alcohol in the past 12 months and just over half 
(57%) had used alcohol in the past 30 days. Boys reported drinking more alcohol on the 
last drinking day than girls (5.8cl and 4.3cl of pure alcohol, respectively), however any use 
of alcohol in the past 30 days and prevalence of HED
2
 in the past 30 days was very similar 
between boys and girls. It appears that girls’ alcohol consumption in terms of frequency 
and HED has converged with that of boys. A closer look at the statistics for the UK reveals 
that 85% of both boys and girls had used alcohol in the past 12 months, which is higher 
than the European average. Prevalence of alcohol use in the past 30 days was also higher 
than average, with 66% of boys and 65% of girls reporting recent use. Interestingly, more 
girls than boys (54% and 50% respectively) reported HED in the past 30 days. In Sweden, 
girls scored higher on all three measures, with 66% of girls and 63% of boys having 
consumed alcohol in the past 12 months; 41% of girls and 34% of boys had consumed 
alcohol in the past 30 days and 29% of boys and 33% of girls reported recent HED in the 
past 30 days (Hibell et al., 2012). 
2.2.3 Alcohol-related harm  
 
Alcohol affects the male and female body differently. The female body has higher 
proportion of body fat and less proportion of body water, and women are therefore more 
affected by alcohol at equal quantities than male counterparts. This leads to a higher blood 
alcohol concentration, which increases the risk of negative outcomes (Nolen-Hoeksema, 
2004). Subsequently, due to the fact that women are affected at lower levels than men, they 
also suffer alcohol-related problems and illness at comparably lower levels than men do. 
Women are also more likely to experience sexual assault or physical violence in relation to 
alcohol use (McVeigh et al., 2005; WHO, 2013b). Secondly, women also experience 
                                                 
2 Defined as “>5 drinks, where a drink is “a glass/bottle/can of beer (ca 50 cl), a glass/bottle/can of cider (ca 50 cl), 2 
glasses/bottles of alcopops (ca 50 cl), a glass of wine (ca 15 cl), a glass of spirits (ca 5 cl or a mixed drink)” (p.12). 
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psychosocial factors influencing alcohol use, which is of a different nature to men. This 
includes theories such as that women experience more social sanctions from drinking. This 
may be related to lower tolerance of female drunkenness than male drunkenness. It also 
includes gender roles where drinking alcohol traditionally is seen as part of the male 
gender role (Nolen-Hoeksema, 2004). Yet, women as well as men are also at risk of 
infertility, which is an interestingly paradoxical given that alcohol is often a facilitator in 
sexual behaviour (Bellis et al., 2008). Research has also suggested an increased risk of 
breast cancer, which further emphasises gender differences in risk of harm (IAS, 2013).  
 
In 2012, 4% of deaths among women in the world were attributed to alcohol, compared to 
7.6% among men. The difference in drinking patterns among men and women is evident in 
levels of harm, partially attributed to the higher prevalence of HED among men. Whereas 
injury is much more common as a cause of alcohol-attributable deaths among men, the 
majority of deaths among women are caused by cardiovascular diseases and diabetes. The 
European Region has the highest proportion of alcohol-attributed deaths across all age 
groups (WHO, 2014a). In 2013, the rate of alcohol-attributable deaths among women in 
England was 8.7 per 100,000 population, similar to 2004 (8.9 per 100,000), after which it 
increased to 9.5 per 100,000 in 2007 with a small annual decline until 2013. The age group 
55-74 years constitutes the largest proportion of alcohol-related deaths among women 
(54%) (Office for National Statistics, 2015). The number of hospital admissions in 
England, from a primary or secondary alcohol-related diagnosis, has almost doubled since 
2003/2004. In 2013/2014 there were 1,370 admissions per 100,000 population among 
women, a slight increase from 2012/2013 (1,310 per 100,000). The highest absolute 
number of admissions was among women aged 45 to 55 years. The number of hospital 
admissions were lower than for men in all age categories, apart from 16 years and younger 
(HSCIC, 2015). Alcohol-related deaths among women in Sweden have remained relatively 
stable since the late 1980s. In 2014, the age-standardised death rate among women was 9.5 
per 100,000 population (NBHW, 2015). Alcohol-related hospital admissions for Swedish 
women increased in all age groups apart from 25-44 between 1992 and 2012. The most 
admissions per 100,000 population were among women aged 45-64 years, and in the 
youngest age group (16-24 years) admissions were similar for both men and women 
(approximately 300 per 100,000) (PHA, 2014a).  
 
In summary, in adults, men are more likely to be drinkers, consume greater quantities, and 
engage in heavy episodic drinking to a greater extent than women. In Europe, and 
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specifically England and Sweden, there are differences in alcohol-related mortality among 
men and women. While levels of consumption differ between in England and Sweden, 
number of alcohol-related deaths among women is at similar levels. Among women in 
younger age groups (under 30), heavy episodic drinking and risky drinking is more 
prevalent than among older women. The evidence concerning drinking among adolescents 
shows some convergence between boys and girls, and in England and Sweden girls drink 
at similar, or higher, levels than boys. In both countries the highest rate of hospital 
admissions is in the lowest age group. Levels of drinking among girls and young women 
are a particular concern in relation to the links between alcohol consumption and 
unintended pregnancies and the subsequent alcohol exposure that may occur. In the 
following sections I will further expand on the concern around alcohol use among women 
of childbearing age in relation to risks related to reproduction and pregnancy, as well as 
contextualise alcohol use among women of childbearing age and during pregnancy.   
2.3 Risks associated with prenatal alcohol exposure 
2.3.1 The effects of alcohol on reproduction and pregnancy 
 
One of the damaging effects alcohol can have in relation to reproductive health is on 
sexual dysfunction and infertility. In both men and women, there is a link between alcohol 
and sexual dysfunction (Peugh & Belenko, 2001), although the level at which the risk of 
reproductive function is affected is unclear (Sharma et al., 2013). Evidence suggests that 
higher levels of alcohol consumption decrease the chances of conceiving, as involuntary 
childlessness is more prevalent among women who report drinking at high levels (Eggert, 
Theobald & Engfeldt, 2004; Rostad, Schei & Sundby, 2006; Tolstrup et al., 2003). For 
example, Tolstrup et al. (2003) found that women aged 30 years or older who drank seven 
or more drinks (one drink equals 12g of pure alcohol) per week had an increased risk of 
infertility compared to women who drank less than one drink per week (hazard ratio (HR) 
= 2.26, 95% CI: 1.19–4.42). While reproductive function is not the focus of this research, 
primary prevention of high levels of alcohol consumption in the pre-pregnancy period 
could also have an impact on infertility.  
 
During pregnancy, alcohol also increases the risk of negative neonatal outcomes. Increased 
risk of low birth weight (LBW) (Brooke et al., 1989; Valero De Bernabé et al., 2004), 
small for gestational age (SGA) (Chiaffarino et al., 2006), and preterm birth (PTB) (Feodor 
Nilsson et al., 2014; Miyake et al., 2014) have been linked to alcohol use, particularly at 
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high levels. Smoking is however a confounding factor for such outcomes and alcohol use 
in combination with smoking significantly increases the risk of for example PTB. A study 
of 1,565 Japanese women found that consumption of >1g alcohol per day more than 
doubled the risk of PTB (OR = 2.58, 95% CI: 1.004–5.80, p for trend = 0.003). In 
combination with smoking, the increase in the risk of PTB was more than fifteen-fold (OR 
= 15.11, 95% CI: 2.22–142.12) (Miyake et al., 2014). The risks of alcohol use at lower 
levels are not clear. A meta-analysis found no significant overall effect on LBW, SGA or 
PTB from alcohol when the analysis was restricted to studies that adjusted for confounders, 
such as smoking. The relative risk (RR) for LBW increased at around 10g of pure alcohol 
per day, just over one UK unit. At 52g per day, the RR increased two-fold and at 120g per 
day the risk of having a LBW baby was more than seven-fold, compared to non-drinkers. 
There was no increased risk of SGA at ≤10g per day. At 36g, just over four UK units, per 
day the RR for SGA was 1.39 (95% CI: 1.12–1.55) and thereafter the risk increased in a 
linear fashion. Finally, no increased risk for PTB was found <19g per day but a linear 
relationship was found from 36g per day, when the RR for PTB was 1.23 (95% CI: 1.05–
1.44) (Patra et al., 2011).   
 
Another systematic review compared consumption of low to moderate levels of alcohol 
(less than 83g per week) with abstinence and found no significant association between low 
to moderate intake and birth defects, miscarriage, SGA, PTB, birth weight, still birth, or 
intrauterine growth restriction (IUGR). In fact, in some outcomes small amounts were 
related to a decreased risk. The authors suggested that this may be due to the ‘healthy 
drinker hypothesis’, in which women who have complications with their pregnancy are 
more likely to abstain (Henderson, Gray & Brocklehurst, 2007). Doi (2012) concluded 
from his systematic review that there was no evidence of risk for FASD, IUGR/SGA, 
LBW, PTB, chryptorchidism, or cognitive neurodevelopement at low levels of 8–16g per 
week or per occasion. Neither was there evidence for the risk of FASD or chryptochidism 
at moderate levels (24–48g per week or 24–4g per occasion). However, for heavy drinking 
(over 56g per week) and binge-drinking (over 48g per occasion) there was evidence of risk 
for FASD (heavy drinking), stillbirth, IUGR/SGA, LBW (heavy drinking), PTB, 
chryptochidism (binge drinking), cognitive neurodevelopment (heavy), and behaviour in 
neurodevelopment (Doi, 2012). A review of systematic reviews on risk of 
neurodevelopmental problems from alcohol use found that the risk increased at 70g per 
week (O’Leary & Bower, 2012). Furthermore, a meta-analysis of studies assessing 
pregnancy outcome (malformations) with moderate alcohol use (defined as up to 28g of 
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alcohol per week) showed no increased risks for malformations (OR = 1.00, 95% CI; 0.93–
1.08) (Polygenis et al., 1998). Overall, whilst negative effects are evident from the research, 
the picture is still unclear regarding cut-offs and whether there are levels of drinking that 
are free of risk.  
2.3.2 Foetal Alcohol Spectrum Disorders 
  
In the early 1970s, two American paediatricians diagnosed the first cases of an alcohol-
related syndrome in new-borns, named Foetal Alcohol Syndrome (FAS) (Jones et al. 1973). 
Alcohol had previously been used in obstetrics for therapeutic properties to postpone 
premature labour, but observations of the risks of foetal apnoea and foetal death led to 
discontinuation of using alcohol for this purpose (Abel, 1981). The diagnoses of the first 
cases of FAS changed the perception on alcohol use during pregnancy to consider it a risk 
factor for poor pregnancy outcomes (Golden, 2005).  
 
The FAS diagnosis includes three main domains; growth restrictions, craniofacial 
abnormalities, and damage to the central nervous system (CNS) (Jones, 2011; O’Leary, 
2004; Larkby & Day, 1997). The diagnosis may also include confirmed maternal alcohol 
use, however diagnosis can be made if the three domains are present in the infant (Alberta 
Partnership on Foetal Alcohol Syndrome, 2003). In addition to the full FAS diagnosis, 
research also eventually found that “physical and neurobehavioral outcomes of prenatal 
alcohol exposure was variable, ranging from the classic form to a few minor abnormalities” 
(Calhoun & Warren, 2007, p. 169). In other words, it became evident that not all children 
exposed to alcohol in utero displayed all key features of the FAS diagnosis. These 
conditions have been identified as partial FAS (pFAS), Alcohol-Related Birth Defects 
(ARBD), and Alcohol-Related Neurodevelopmental Disorder (ARND) (Riley, Infante & 
Warren, 2011). ARND is characterised by CNS anomalies, whereas ARBD only includes 
physical anomalies, both of which require confirmation of maternal alcohol use. These 
conditions are included in the ‘umbrella term’ FASD, which covers the range of effects 
from mild cognitive and developmental impairment to the full FAS diagnosis (O’Leary, 
2004).  
 
Several factors are associated with the risk of giving birth to a child with FAS, including 
age, pattern of drinking, smoking, and timing of exposure. The first twelve weeks of 
pregnancy, the first trimester, are especially vulnerable due to the developmental processes 
taking place (O’Leary, 2004). Heavy drinking and alcohol consumption in binge-like 
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patterns are most harmful to the foetus (O’Leary, 2002), though factors such as low body 
mass index and inadequate nutrition further increases the risk (May et al., 2005). Howver, 
Abel and Hannigan (1995) noted that risk factors may vary between populations and 
samples of women. In terms of levels of drinking, Kesmodel (2016) in his literature review 
noted that “FAS and all the characteristics associated with it is by definition caused by 
(high average daily) alcohol intake during pregnancy. To the extent that smaller amounts 
of alcohol are potentially harmful, the effects are likely to be the same but smaller” (p.164). 
In relation to binge drinking, this review noted that the evidence is not clear on the harmful 
effects of binge drinking as a clear link has not been established and there is a lack of 
research on more specific timing of exposure from binge type patterns of drinking. 
 
The prevalence of FAS varies between countries, within countries, fluctuates over time 
within the same populations, and depend on the availability diagnostic services (O’Leary, 
2004). Difficulties in accurately estimating FAS relate partially to shortcomings in 
diagnostic services, but also to variations in data collection methods (Olsen, 2009). The 
three main methods for collecting data on FAS are passive surveillance, clinic-based 
studies, and active case ascertainment. Active case ascertainment studies have produced 
the highest prevalence rates of FAS, as they actively seek individuals that may have been 
exposed to alcohol in utero, and are commonly conducted in high-risk populations (May & 
Gossage, 2001). An overview of prevalence rates from international studies, using 
different methodologies, showed that the mean number of cases for FAS using surveillance 
methods was 0.845 per 1,000. In comparison, the prevalence in clinic-based studies was 
1.83 per 1,000 and 15.61 per 1,000 in active case ascertainment studies (May et al., 2009). 
A more recent systematic review and meta-analysis aimed to estimate the global 
prevalence of FASD. Meta-analysis included samples from the general population 
(addressing the issues of bias mentioned above with higher prevalence in high-risk 
populations), found varying rates between countries. High prevalence of FAS was found in 
South Africa (55.42 cases per 1,000) and FASD was estimated to be 113.22 per 1,000. 
High levels of pFAS were found in Croatia (43.01 per 1,000). Heterogeneity in the studies 
included in the review was acknowledged and highlighted the need for greater 
methodologically consistency across prevalence studies (Roozen et al., 2016). In England, 
a 2011 study used hospital data to estimate the prevalence of FAS. Analysis of Hospital 
Episode Statistics, a passive surveillance method, showed FAS prevalence of 0.84 per 
100,000 population, with regional variations from 0.41 per 100,000 to 1.67 per 100,000 
population (Morleo, Cook & Bellis, 2011). In Sweden, data have shown that over an eight-
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year period, only 300 individuals were diagnosed with FAS, it has been suggested that 
between 100 and 200 children per year fulfil the criteria for FAS (NBHW, 2015). Overall, 
underreporting is a recognised major issue in many countries, and thus the true prevalence 
is unknown (BMA, 2016).  
 
From a public health perspective, the impact of FASD on the individual as well as society 
is significant. A systematic review of co-occurring comorbidities associated with FASD 
found an association with 428 conditions included in the International Classification of 
Disease (ICD-10). Physical conditions were among the most common conditions, 
including congenital malformations, but also behavioural or mental disorders (alcohol or 
drug abuse) Individuals with FASD require additional support throughout life, which 
creates high costs to society. The high number of co-existing conditions within the 
spectrum are all likely to increase costs in relation to health care and need for educational 
support (Popova et al., 2016). Estimates from Canada indicated that between 2008 and 
2009, the direct costs on the healthcare system related only to the FAS diagnosis was $6.7 
million (around £4.7 million) (Popova et al., 2012). However, there are also costs 
associated within the justice and correctional system, where individuals within the FASD 
spectrum are overrepresented (Popova et al., 2015).  
 
While the true prevalence of FASD is not known, it is clear that this complex condition 
contributes to the burden of disease and more importantly creates issues for individuals 
throughout the life course. The wide range of health problems associated with FASD, as 
well as the high costs for society, emphasises the need for prevention. In addition, the issue 
of underreporting creates a clear need for better diagnostic services and consistent 
indicators.  
2.4 Alcohol use before and during pregnancy 
2.4.1 Drinking among non-pregnant women 
 
Women of reproductive age (18–44 years) who consume alcohol at risky levels (drinking 
above lower risk levels for women as defined in national guidelines), and have sexual 
relationships without effective use of contraception are at risk of having an alcohol-
exposed pregnancy (AEP) (Mengel, Searight & Cook, 2006). Research has found 
associations between alcohol use and increased risky sexual behaviour. Especially among 
young people these risks include having an unplanned pregnancy or getting a sexually 
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transmitted infection (STI) (Bellis et al., 2008). The risk of pregnancy as well as a STI are 
the result of decreased intention to use a condom as BAC increases, following alcohol 
consumption (Rehm et al., 2012).  
 
Forty percent of all pregnancies in the world are unplanned, and in 2012 the rate of 
unplanned pregnancies was 43 per 1,000 women in the European region (Sedgh, Singh & 
Hussain, 2014). Considering that many women in the European region are drinkers, and 
some also engage in HED, AEP is a public health concern. The literature on AEP risk 
among European women is limited, although a study of 648 pregnant and non-pregnant 
women in two Russian regions showed that 32% and 54% of non-pregnant women were at 
risk of having an AEP. Intention to get pregnant did not influence levels of drinking, as 
61% and 72% of women in the regions, who were actively trying to conceive, engaged in 
heavy episodic drinking of four or more drinks (one drink equals 14 g pure alcohol) in one 
occasion (Balachova et al., 2011). In contrast, a nationally representative sample of 3,368 
sexually active women of reproductive age in the USA showed that 6.6% of women who 
could get pregnant (not sterile or had a partner who was sterile) were at risk of having an 
AEP. However, more women who intended to get pregnant were at risk of having an AEP 
(36.7%, 95% CI: 29.4–44.0) than women who were not intending to get pregnant (4.2%, 
95% CI: 3.5–5.1) (Cannon et al., 2015).  
 
Women who become pregnant often discover they are pregnant several weeks into the 
pregnancy. Estimating alcohol use before pregnancy recognition is therefore important, as 
foetal development is particularly crucial in the first trimester and sensitive to alcohol 
exposure (O’Leary, 2004). Research has indicated that many women drink before they find 
out that they are pregnant (Dott et al., 2010; Floyd, Decoufle & Hungerford, 1999; 
Parackal, Parackal & Harraway, 2013). In a study including 1,256 women in New Zealand, 
49.6% had been drinking before they found out they were pregnant (Parackal, Parackal & 
Harraway, 2013). Another New Zealand study using data from the Growing up in New 
Zealand study (N=6,822) found that 71% of women drank before they knew about the 
pregnancy (Superu, 2015). As drinking before knowing about the pregnancy appears to be 
a common issue, Skagerström (2015) in her thesis argued that the way women are asked 
about their drinking habits during pregnancy influence prevalence rates. For this purpose 
1,989 Swedish women were included in a study investigating the difference in prevalence 
when women were asked to estimate their alcohol use during pregnancy with and without 
specifying pregnancy recognition. Among women who were drinkers before they got 
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pregnant, 10.6% of women who were asked to report their consumption without specifying 
since knowing they were pregnant reported any alcohol use. Among women who reported 
any alcohol use since knowing about the pregnancy the prevalence was 7.4%, (p = 0.045). 
For survey research it therefore appears important to acknowledge the distinction in 
drinking in the early stages of pregnancy before the pregnancy is confirmed, and the part 
of pregnancy in which the woman knows that she is pregnant.  
 
One factor that may influence pre-recognition exposure is intention to get pregnant. 
Strandberg-Larsen et al. (2008) found slightly higher prevalence of binge drinking (>5 
drinks) in the period before discovering the pregnancy among unintended pregnancies than 
intended pregnancies (27.9% and 20.9%, respectively). Binge drinking in this period was 
significantly associated with younger age, first-time mother, high education, and “in good 
jobs or skilled workers”. Once the pregnancy was recognised, women with unplanned 
pregnancies were significantly more likely to binge drink than those who planned the 
pregnancy (OR = 1.32, 95% CI: 1.18–1.48) (Strandberg-Larsen et al., 2008). Dott et al. 
(2010) did not find any difference in alcohol use between intended and unintended 
pregnancies. However, women who had an unintended pregnancy were more likely to use 
illicit drugs, smoke, not take supplements, and be exposed to second hand smoke before 
they discovered that they were pregnant. Women with an unintended pregnancy were also 
more likely to report these behaviours once they had discovered that they were pregnant 
(Dott et al., 2010). It is important to separate alcohol use before and after the pregnancy 
has become known, firstly in order to accurately estimate prenatal alcohol use and provide 
a descriptive picture of continued use once a woman knows that she has fallen pregnant. 
Secondly, it is important from the aspect of prevention to further understand the extent of 
unintended exposure.  
2.4.2 Prevalence of prenatal alcohol use 
 
The prevalence of alcohol use during pregnancy varies between countries. Table 2 shows 
an overview of prevalence rates in different countries, according to time of data collection. 
It is evident that the prevalence varies greatly between countries but also that there is a 
variation in when women are surveyed about their alcohol use during pregnancy, which 
may impact on the prevalence rates reported from different studies.  
 
As already discussed, in addition to the timing of exposure of alcohol the amount and 
pattern are important factors in the risk to the developing foetus. Despite that Table 2 
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indicates that in some countries the majority of pregnant women in the study samples 
reported drinking during pregnancy, many studies indicate that most women consume 
small amounts. For example, McAndrew et al. (2012) reported the findings from the 2010 
Infant Feeding Survey, which showed that in the full sample of women for which units 
could be calculated, 64% did not drink any alcohol, 29% drank less than one unit, 4% 
drank 1–2 units, and 3% drank 3–7 units per week (McAndrew et al., 2012). A study of 
837 Norwegian women found that no woman consumed more than seven standard drinks 
(for definition see table 1, p.6) per week after week 13 of pregnancy. After week 25, the 
maximum amount consumed was 3.5 standard drinks (Alvik et al., 2006b). Similarly, a 
retrospective study of 5,882 mothers in Canada showed that the majority of women drank 
on average less than one drink (one drink equal to 13.5g pure alcohol) per day (42.6%) or 
one drink per day (53.2%), while 2.5% had two drinks per day and 1.7% had three drinks 
or more. The amount reported was generally consumed infrequently as 70.4% drank less 
than once per month, 17.3% once per month, 5.0% drank two to three times per month, 
6.1% drank once per week and 1.2% drank once or twice per week (Walker et al., 2011). 
Ethen et al. (2009) used retrospective reports and were able to explore changes across the 
entire pregnancy. Among the 4,088 American women in the study, any alcohol use 
decreased from 23% in the first month of pregnancy to 9% the second month and 5.5% in 
the third month. By the second trimester reported alcohol use increased to 8% and there 


















Table 2. Alcohol use during pregnancy across different countries according to 
gestation in selected studies and surveys 
Reference Country Any alcohol use* Data collected 
Alvik et al. (2006b) Norway 36% 25–30 weeks 
Anderson et al. (2013) Australia 82%  Not stated 
Ethen et al. (2009) USA 30% Post-partum 
Göransson et al. (2003) Sweden 30% 30 weeks 
Mallard et al. (2013) New Zeeland 34% Post-partum 












Nilsen et al. (2008) Sweden 6% 10–12 weeks 











20 weeks  
Smith et al. (2014) England 26% 10–11 weeks 
Walker et al. (2011) Canada 11% Post-partum 
* For comparison reasons, any alcohol use during pregnancy was used as the indicator, that is a 
cumulative measure of any consumption at some stage during pregnancy  
 
Although binge drinking is less common among pregnant women, some women drink 
large amounts in a single occasion, which is a particular concern for poor neonatal 
outcomes (O’Leary, 2004). In a study of 6,725 Irish women at 12 to 14 weeks of gestation, 
5% of the sample continued to drink. Of the women who continued to drink, 25% reported 
binge drinking (>5 units per occasion at least once per month) (Murphy et al., 2014). In a 
study of pregnant Swedish women (N=1,868), 12.3% of women reported any alcohol use 
at 32 weeks of gestation. Among women who did not cease drinking, 39.3% reported HED 
(>6 standard drinks, see table 1 for definition). The majority (94.0%) reported binge 
drinking once per month or less (Comasco et al., 2012). Findings from an American study 
suggested that binge drinking during pregnancy was associated with habits before 
pregnancy; women who reported binge drinking (>4 drinks) before pregnancy were both 
more likely to consume alcohol during pregnancy (OR = 8.52, 95% CI: 6.67–10.88) and to 




2.5 Influences on alcohol use during pregnancy 
 
Several factors are associated with drinking during pregnancy; however some of these are 
not consistent across studies. A systematic review found that the most consistent predictor 
for continued alcohol use during pregnancy was drinking at higher levels before pregnancy, 
and experience of abuse or violence. Less consistent predictors included higher 
income/social class (in 80% of studies), positive screen for alcohol problems (in 80% of 
studies), higher age (positive association in 58% of studies), smoking (in 50% of studies), 
and lower education (in 10% of studies) (Skagerström, Chang & Nilsen, 2011). However, 
different predictors may relate to different patterns of drinking during pregnancy. The 
following sections provide an overview of identified factors that are associated with 
continued drinking during pregnancy.  
2.5.1 Age and socioeconomic status  
 
Older age is a factor that has been attributed to higher likelihood in several studies, where 
studies have suggested that older women are more likely to drink, and do so at higher 
quantity and frequency (Alvik et al., 2006b; Callinan and Ferris, 2014; Marchetta et al., 
2012; Nilsen et al., 2008). In a study of American women attending their first antenatal 
care visit (N=4,272), older age was significantly related to prenatal alcohol use. 
Specifically, the odds of drinking whilst pregnant were 26% higher for women aged 30 
years or older, as compared to women aged 20–29 years (OR = 1.26, 95% CI: 1.08–1.47, p 
< 0.01). Furthermore, teenage girls were significantly less likely to report prenatal alcohol 
use (OR = 0.56, 95% CI: 0.41–0.77, p < 0.001) (Meschke et al., 2008). Another American 
study, including a sample of low-income women (N=3,046) surveyed in the second 
trimester, found that older age was significantly associated with increased odds of prenatal 
alcohol use (OR = 1.11; 95% CI: 1.08–1.15) (Li et al., 2012). The evidence concerning 
higher maternal age also includes higher age as a risk factor for having a child with FASD. 
A review of studies from South Africa, Italy, and the USA (including Northern Plains), 
found that the mothers age of delivery for her first pregnancy was significantly higher in 
two of the geographical regions included for women who gave birth to children with 
FASD (May & Gossage, 2011). Callinan and Ferris (2014) examined the role of age in 
relation to continued drinking, but also controlled for cohort (women born the same year) 
and period (time of pregnancy). They found that while age was a significant factor, in that 
older women (34–39 years and over 40 years of age) were more likely to drink, this was a 
combined factor across time (period). The results therefore indicated a decline in women 
  
32 
who drank during pregnancy, but the decrease was greater among younger women over 
time so that young women (22–27 years) who were pregnant most recently (in 2010) were 
least likely to drink (Callinan & Ferris, 2014). Changes in drinking guidelines may have 
contributed to this effect (see further in 2.5.5).  
Despite this, there is some evidence that suggests the opposite. Caetano et al. (2006) found 
that among the 1,517 American women who had been pregnant in the last 12 months, 
women under the age of 30 years were more significantly likely to abuse alcohol or score 
positive for dependency. Binge drinking (>4 drinks) was however noted in all age groups. 
A New Zealand study (N=6,822) found that women aged 25 years or younger were 26% 
more likely to have consumed alcohol before they knew that they were pregnancy (p < 
0.05), compared to women aged >35 years. However, after the first trimester they were 
significantly less likely to have consumed any alcohol (OR = 0.56, p < .001) as were 
women aged 25–34 years (OR = 0.78, p < 0.01). When comparing number of drinks 
consumed women younger than 20 years were significantly more likely to drink >4 drinks 
per week in the first three months of pregnancy, as well as after the first three months of 
pregnancy. However, the age group 35–39 years were significantly more likely to drink <1 
drink per week or 1–3 drinks per week (Superu, 2016). Overall, the picture of association 
between age and alcohol consumption is not clear, which may depend on pattern of 
drinking.  
As with age, the influence of education and income is less than clear. While lower 
education and unemployment have been identified as predictors for high risk of drinking 
during pregnancy (Leonardson & Loudenberg, 2003), Marchetta et al. (2012) found that 
drinking was more common among women with college education and who were in 
employment. A Norwegian study found that alcohol use during pregnancy was reported to 
greater extent by women with higher income (OR = 2.2, 95% CI, p < 0.001), however in a 
multivariate adjusted analysis neither income nor education was a significant predictor for 
consuming >1 standard drink per occasion, or binge drinking (≥5 standard drinks) (Alvik 
et al., 2006b). Superu (2016) showed that divided by time during pregnancy, women with 
no secondary qualification were significantly more likely to consume alcohol in the first 
trimester (OR = 1.56, p < .001), compared to women with bachelor degree or higher. In 
addition, women with secondary/dip/trade qualification were significantly less likely to 
consume alcohol after the first trimester (OR = 0.80, p < 0.05) than women with bachelor 
degree or higher. Interestingly, the same study found that women who earned $50k-$100k 
per year were more likely to have drunk before knowing about the pregnancy (OR = 1.45, 
  
33 
p < 0.001), as were women earning $100k-150k (OR = 2.78, p < 0.001) and >$150k (OR = 
4.55, p < 0.001), compared to women earning <$30k. After the first trimesters, only 
women earning >$150k per year were more likely to drink (OR = 1.68, p < 0.05).  
2.5.2 Pre-pregnancy drinking habits  
 
A study from New Zealand (N=723) of women surveyed post-delivery showed that 
frequency of alcohol use before pregnancy predicted continued use. Women who drank on 
a daily basis were more likely to continue to drink during pregnancy, compared to women 
who drank less than once per week (adjusted odds ratio (AOR) = 22.13, 95% CI: 3.55–
137.97). Women who drank three to six times per week were also more likely to continue 
to drink (AOR = 5.83, 95% CI: 2.90–11.73), as were women who drank one to two times 
per week (AOR = 2.88, 95% CI: 1.79–4.64), p < 0.001. No socio-demographic variables 
were significant predictors for continued use, however women who were of  Maori or 
Pacific ethnicity, smoked, or used drugs were significantly more at risk of HED (>4 drinks) 
(Mallard et al., 2013). A longitudinal study of 1,577 Australian women also showed that 
specific patterns before pregnancy were related to continue drinking during pregnancy. 
Two groups were compared; i) women who reported only binge drinking (same definition 
as in Mallard et al. 2013), and ii) women who reported weekly drinking (below the binge 
limit per occasion) as well as binge drinking. Among women in the first group, 55% 
continued to binge drink during pregnancy and 29% reduced their drinking. Among 
women in the second group, 61% still engaged in binge drinking during pregnancy and 
47% continued to drink on a weekly basis. Compared to the combined group, women who 
only binge drank before pregnancy were less likely to reduce their drinking (AOR = 0.37, 
95% CI: 0.29–0.47) (Anderson et al., 2014a).  
2.5.3 Partner 
 
In addition to individual factors mentioned in the previous section, what other factors 
influence women to continue to drink during pregnancy? One potentially important factor 
is the pregnant woman’s partner. Data from Eurostat show that in the 28 EU countries, in 
2012, 60% of total live births were to a woman whose marital status was married (Eurostat, 
2016). A Norwegian study of 82,362 couples found that both expectant mothers and 
fathers reduced their drinking. First time parents reduced their drinking slightly more than 
couples who already had a child (Mellingen, Torsheim & Thuen, 2013). Walker et al. 
(2011) found that just having a partner was associated with increased likelihood of alcohol 
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use during pregnancy (AOR = 2.0, CI: 1.20–3.31). But why does having a partner make 
women more likely to consume alcohol during pregnancy? In non-pregnant couples, 
research has found that partners’ drinking habits are convergent. A study of a nationally 
representative sample of 1,924 people in New Zealand showed that concordance in 
drinking behaviour was common in couples regardless of marital status or whether partners 
were the same sex. Furthermore, couples who reported concordance in frequency 
(difference 0–9 drinking occasions per year) and quantity (0–10g difference) of drinking 
within their relationship were also happier in their relationship. However, if one or both 
partners were defined as heavy drinkers (>140g per week for women and >210g per week 
for men), happiness in the relationship declined despite being concordant (Meiklejohn, 
Connor, & Kypri, 2012). Similar results have been found during pregnancy, where a 
Ukrainian study (N=166) found that women who drank during pregnancy (week 18-19 of 
gestation) had lower relationship satisfaction scores than women who did not drink (3.54 
and 4.01 respectively, p = 0.001). There was an association with the partner’s drinking 
habits as the OR for having consumed alcohol in the last two weeks of pregnancy was 34.1 
when the partner was a risky drinker (defined as drinking three times per week or more or 
drinking >5 drinks per occasion) (95% CI: 5.9–195.8) (Bakhireva et al., 2011).  
 
Qualitative research has explored the relationship between drinking habits of the pregnant 
woman and her partner in more detail. van der Wulp, Hoving and de Vries (2013) 
interviewed 34 expectant Dutch parents about their experiences of alcohol use and alcohol 
advice in antenatal care. Partners had liberal views about pregnant women consuming 
alcohol and felt comfortable for their partner to occasionally have small amounts. Within 
couples, women and partners shared views on whether pregnant women should abstain or 
if consuming small amounts was acceptable. Partners often changed their habits regardless 
if the woman expressed that she needed the support, as the woman was their usual drinking 
companion which decreased partners’ desire to drink (van der Wulp, Hoving & de Vries, 
2013). A focus group study with 149 women in the USA also found that couples shared 
views on drinking during pregnancy. At times this meant the partner discouraged drinking, 
but some groups including Hispanic women said their partner had rather encouraged them 
to drink (Elek et al., 2013). Another focus group with 21 Australian women and partners 
also showed that drinking during pregnancy is perceived to be a joint decision in the 
couple. While some partners had reduced their drinking and others had continued, or even 
increased, women felt they had received sufficient support from their partner (Crawford-
Williams et al., 2015b).  
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2.5.4 Attitudes and knowledge  
 
Within theories of behaviour change, such as the health belief model (see further in section 
2.8), attitudes along with risk perception are core concepts for how an individual makes 
sense of a behaviour and motivation to change (Champion & Sugg Skinner, 2008). A study 
of 1,103 Australian women aged 18–45 years found that neutral or positive attitudes 
towards continued alcohol use during pregnancy were associated with intention to drink in 
a future pregnancy (AOR = 5.1; 95% CI: 3.6–7.1, p < 0.001). When controlling for age, 
education level and birth history, women who consumed ≥70g of alcohol per week were 
more likely to intend to drink if they became pregnant (AOR = 2.7; 95% CI: 1.6–4.8, p < 
0.001). Women who disagreed with the statement that alcohol could affect the foetus 
(AOR = 3.6; 95% CI: 2.2–5.9, p < 0.001) and lead to life-long disabilities (AOR = 2.4; 
95% CI: 1.7–3.4, p < 0.001 respectively) were also more likely to intend to drink (Peadon 
et al., 2011). Kesmodel and Schiøler Kesmodel (2002) explored attitudes among pregnant 
Danish women (N=439) and found that 85% believed binge-drinking was harmful to the 
foetus, compared to 76% who believed that any alcohol during pregnancy was acceptable. 
Overall, 24% of women believed that women should not drink any alcohol at all, which 
was significantly higher among abstainers than women who binge drank during pregnancy 
(65% and 26%, respectively, p < 0.001).  
 
Other studies have suggested that women hold specific attitudes towards risk of drinking, 
as beverage type is an aspect women take into consideration. A study of 176 pregnant 
French women found slightly higher acceptance towards drinking beer than wine. Overall, 
67% believed that two or more drinks of beer per day was acceptable, compared to 61% 
who perceived that two drinks of wine per day was acceptable (Lelong et al., 1995). 
Loxton et al. (2013) interviewed 74 women about their experiences of pregnancy and 
lifestyle, in which women evaluated the risks with drinking by ranking beverage types as a 
justification for consuming alcohol. Specifically, spirits were regarded as harmful whereas 
beer and wine were described as ‘safe’. In addition, Elek et al. (2013) found that 63% of 
pregnant women believed that spirits were more harmful than beer and wine, and women 
perceived wine as safer than other types of beverages. Some women argued that red wine 
even has some beneficial effects. Women also held the misconception that it would be safe 
to drink in the second and third trimester. Loxton et al. (2013) described these cognitive 
processes as “internal bargaining”, allowing for drinking with the view of safe ways of 
consuming alcohol.    
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Research has also attempted to elucidate how knowledge of risks with drinking during 
pregnancy relates to attitudes around prenatal alcohol use. A survey of 1,103 women of 
childbearing age found that women who knew that the effects of alcohol exposure sustain 
throughout life were more likely to perceive that pregnant women should abstain from 
alcohol (AOR = 4.59; 95% CI: 3.22–6.54, p < 0.001), and negative emotions when seeing 
a pregnant woman drink (AOR = 3.67; 95% CI: 2.56–5.29, p < 0.001). The majority 
(61.5%) were aware of any effects to children caused by alcohol exposure in utero, and the 
most commonly mentioned effect was FAS (31.7%). However, knowledge of specific 
characteristics of the syndrome was limited. Women with a university degree had higher 
levels of knowledge of risks with drinking during pregnancy (Peadon et al., 2010). 
Qualitative research has also shown that women have knowledge of FAS, but limited 
knowledge of the characteristics of the condition (Elek et al., 2013), and knowledge of the 
characteristics of FASD has also been shown to be limited in research including the 
general population (Mukherjee et al., 2014). Considering the lack of evidence for 
prevalence of FASD, it could be argued that lack of knowledge of FASD would be 
unsurprising. Furthermore, cut off points for dose of alcohol that cause FASD is not 
established within the existing literature, which may influence reported knowledge of the 
condition.  
2.5.5 Drinking guidelines 
 
Research has however shown that implementing new guidelines may impact on beliefs and 
practices in maternity care. A study of 105 midwives in Denmark, before and after the 
implementation of abstinence policy in 2007, showed an increase in midwives who 
believed women should abstain from alcohol (31% to 48%, ns). There was a significant 
difference in the belief that women should abstain among midwives who cared for more 
than 100 women per year, compared to those who cared for less than 100 women (42% vs 
0%, p = 0.049). The new policy also resulted in an increase of midwives who told their 
patients to not consume any alcohol (28% to 61%, p < 0.001), and more midwives could 
state what the official guidelines were under the abstinence policy (93% vs 69%, p = 0.004) 
(Kesmodel & Kesmodel, 2011). An Australian study (N=1,143), carried out before the 
abstinence advice was implemented in 2009, showed that 13% of health professionals gave 
advice to pregnant women that contained all elements of the official guidelines. The 
majority (87%) believed that pregnant women should abstain from alcohol, but less than 
half (45%) of health professionals routinely assessed women’s alcohol habits and only 
25% gave information about the risks to the foetus (Payne et al., 2005). A later study 
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(N=166) in Western Australia, after the abstinence advice was introduced, showed that 
91.4% of midwives believed pregnant women should abstain from alcohol. The majority 
assessed women’s alcohol habits (93.2%), but 75.3% did not feel confident about asking 
about alcohol. Advice according to official guidelines, complete abstinence, was given by 
almost all midwives (99.4%) and 64.2% provided information about risks for the foetus 
(Payne et al., 2014).  
2.6 Alcohol policy 
2.6.1 Global and national policy  
 
Concerns about damage caused by alcohol use during pregnancy are evident in global as 
well as national policy documents. The ‘Health 2020 – a European policy framework and 
strategy for the 21st century’, adopted at the 62nd WHO Regional Committee in 2012, sets 
out the work for European Member States to improve health and well-being. An important 
focus of this policy framework is the life-course perspective on health, emphasising the 
importance of a healthy start in life. Ensuring a healthy start in life includes healthy 
pregnancy, as well as women’s possibility to make reproductive decisions (WHO, 2013c). 
In ‘Investing in children: the European child and adolescent health strategy 2015–2020’, 
WHO further emphasised that prevention and health promotion during pregnancy is 
important to ensure children are born with the best possible chance of a healthy start in life 
(WHO, 2014b). The ‘Global strategy to reduce harmful use of alcohol’, adopted at the 
World Health Assembly in 2010, specifically focus on women’s alcohol use before and 
during pregnancy in article 21b and 21c:  
Supporting initiatives for screening and brief interventions for hazardous 
and harmful drinking at primary health care and other settings; such 
initiatives should include early identification and management of harmful 
drinking among pregnant women and women of child-bearing age; 
Improving capacity for prevention of, identification of, and interventions 
for individuals and families living with fetal alcohol syndrome and a 
spectrum of associated disorders 
 (WHO, 2010, p. 12) 
 
The global strategy is endorsed in the ‘European action plan to reduce the harmful use of 
alcohol 2012–2020’, which further sets out implementation of the ten action areas of 
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alcohol policy to reduce alcohol-related harm in the WHO European Region. One of the 
key areas of the European strategy is harm to others, where the action plan sets out the 
importance of identification and interventions in primary care, including antenatal services. 
The action plan states that women receiving antenatal care should be informed about 
alcohol and pregnancy (WHO, 2012). 
 
In England, the white paper ‘Healthy Lives Healthy People: Our strategy for public health 
in England’ set out the priorities for public health, where healthy start in life was 
specifically mentioned as key to good health from a life-course perspective (Department of 
Health, 2010). ‘The Government’s Alcohol Strategy’, published in 2012, set out an aim to 
decrease drinking among women in general, to prevent having an AEP. The strategy aimed 
to increase awareness of the risks of drinking with specific focus on health professionals, 
but also had a wider ambition to reduce alcohol-related harm through population based 
intervention of regulating the price of alcohol through a minimum unit price system (HM 
Government, 2012). However, despite the price policy measure outlined in the strategy, the 
commitment was soon dropped by the Government (Boseley, 2013).  
 
The Swedish Government has set out eleven public health priorities guiding public health 
policy. Number three (conditions during childhood and adolescence) and eleven (alcohol, 
illicit drugs, doping, tobacco, and gambling) support a healthy start in life and importance 
of healthy pregnancy, free from exposure to alcohol (Government Offices of Sweden., 
2007). Swedish alcohol policy has traditionally been restrictive, characterised by high 
taxation, limited availability through national retail monopoly, strict regulations of hours of 
sales, and limited quotas for private import (Norström & Ramstedt, 2006). In 2010 the 
national strategy ‘A cohesive strategy for alcohol, narcotic drugs, doping, and tobacco 
(ANDT)’ was endorsed by the Swedish parliament (Government Offices of Sweden, 2010). 
The strategy had the long term aim of a society free from illicit drugs and doping, and 
reduced medical and social harm caused by alcohol and tobacco. The new ANDT strategy 
for 2016–2020, published in January 2016, reiterated these aims and specifically stated that 
one of the long term aims within the 2010 strategy regarded to reduce the number of 
children born with harm caused by exposure to alcohol, drugs, or tobacco. Protecting 
children from exposure to these substances is therefore an important aim, though the 
limited evidence available suggests that the proportion of pregnant women who drink 
alcohol has remained unchanged over time (Government Offices of Sweden, 2016). It is 
important to note the different approaches taken in these two countries. While UK alcohol 
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policy has suffered from setbacks in aspects such as wider pricing policy, although 
Scotland has made efforts to progress minimum unit pricing policy (Scottish Parliament, 
2012), the Swedish alcohol policy is situated within a wider approach to substance use and 
abuse.  
 
While these policy documents set out important focus for prevention, there are two 
important remarks to make. Firstly, as will be discussed further in this chapter, there has 
not been conclusive evidence regarding the effectiveness of brief interventions in maternity 
care (Gilinsky, Swanson & Power, 2011; Stade et al., 2009). Within the ‘WHO Guidelines 
for identification and management of substance use and substance use disorders during 
pregnancy’ the recommendations for screening as well as brief intervention are strong, 
albeit the quality of the evidence is acknowledged to be low (WHO, 2014a). There is no 
doubt that the consequences of alcohol exposure in utero can be devastating, but policies 
do not always discuss the state of the evidence. Leppo and Hecksher (2011) and Leppo, 
Hecksher and Tryggvesson (2014) argued that the abstinence model has developed as the 
dominating paradigm despite lack of evidence that clearly states risks with drinking at 
lower levels. Secondly, policies are primarily focusing on the woman. Even though some 
of the documents mention ‘expectant parents’ but do not elaborate on the aspects of partner 
drinking. As has been pointed out for example by Lupton (2012), medicalisation of 
pregnancy has meant an increased focus on exposure to substances or foods that could 
harm the foetus. However, the pregnant woman’s autonomy to make decisions based on 
available information and evidence is bypassed in these narratives. Tying in policy with 
the lives of women, and their partners, seems necessary in order to develop approaches that 
truly empower women, and their partners, to make informed decisions.  
2.6.2 Drinking guidelines  
 
Providing explicit recommendations about alcohol for pregnant women is a way to endorse 
the global as well as national policy documents. The guidelines however vary between, as 
well as within, countries (O’Leary et al., 2007). For example, in the USA, where the first 
study diagnosing FAS was published, the Surgeon General endorsed complete abstinence 
advice to pregnant women or women considering getting pregnant in 1981. The knowledge 
of the teratogenic effects on the foetus, rather than epidemiological knowledge of how 
much alcohol could cause harm, appears to have been the foundation in the guidance 
(Golden, 2005). In Australia, the Australian National Health and Medical Research 
Council (NHMRC) changed its guidelines in 2009 to complete abstinence (NHMRC, 
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2009). This followed on from the previous advice in the 2001 guidelines which stated that 
pregnant women and women who may become pregnant “may consider not drinking at all”. 
Further, the guidelines emphasised that early pregnancy was most sensitive to alcohol 
exposure and that pregnant women should not get intoxicated. If women chose to drink 
they were advised to not drink more than two drinks per day and seven drinks per week 
(NHMRC, 2001). The 2009 guidelines acknowledged that the change was not related to 
new evidence of harm from previously stated limits, but rather that the evidence is 
uncertain in regards to level of risk (NHMRC, 2009).  
 
An overview of drinking guidelines in European countries to pregnant women and women 
who are breastfeeding showed that 25 out of 31 countries have a recommendation or 
guideline. The vast majority of countries for which the recommendations were specified, 
promoted complete abstinence (some also for breastfeeding and when trying to get 
pregnant). However, Austria recommends “to strictly avoid larger amounts of alcohol, to 
try to avoid alcohol in general, and not to panic if little amounts of alcohol were drunken 
before being aware of the pregnancy” (Scafato et al., 2014/2016).  
 
Until 2008, women in England were advised through the guidelines from the National 
Institute for Health and Care Excellence (NICE) that excessive drinking could harm the 
foetus. Women were therefore advised to limit their drinking and not have more than two 
units per day (NICE, 2003). In 2007, the Department of Health (DH) changed the advice to 
pregnant women to primarily advise women to completely abstain from alcohol if they are 
pregnant or trying to get pregnant. Despite progression to more precautious 
recommendations, the DH added that if women choose to drink they should limit their 
intake to no more than two units of alcohol in one drinking day, and not drink more than 
twice per week (Department of Health, 2007). The clinical guidelines from NICE were 
therefore updated in 2008 to correspond to the issued recommendations by DH. The 2008 
guidelines (see Box 1 section 1.3) specifically stated, similar to the 2001 Australian 
guidelines, that women should consider to not drinking at all but advised women that if 
they chose to drink they should not drink in the first three months of pregnancy due to the 
increased risk of miscarriage. Furthermore, binge drinking was described as particularly 
harmful, but the evidence for drinking small to moderate amounts was referred to as 





Among professional bodies in the UK there has not been consensus. While the Royal 
College of Obstetricians and Gynaecologists have endorsed the NICE guidelines (Royal 
College of Obstetricians and Gynaecologists, 2015), the Royal College of Midwives 
welcomed the proposed abstinence advice published by the UK CMOs in 2016, in line 
with their previous advice on complete abstinence (Royal College of Midwives, 2016).   
 
The Swedish National Institute of Public Healthy, now the Public Health Agency, in 2009 
published a systematic review with overview of the evidence of harm from low to 
moderate alcohol consumption during pregnancy, defined as two to four drinks per week. 
There was some indication that small to moderate amounts of alcohol had an impact on, 
for example, cognitive deficits. The authors noted that effect sizes were small, but 
concluded that women should abstain from alcohol as small amounts may harm the baby 
(SNIPH, 2009a). The complete abstinence advice (NBHW, 2014) is in line with national 
prevention guidelines, which state that the precautionary principle has precedence during 
pregnancy, due to the harmful effects alcohol can have on the developing foetus (NBHW, 
2011).  
 
The move towards the precautionary principle through the abstinence model has been 
prominent in many countries, however the rationale has not been evidence based. A review 
of the development of drinking guidelines to pregnant women in Denmark and Finland 
showed that changes in policy had not been made due to review of existing evidence but 
rather a precautious approach due to the uncertainty of risk. Both countries eventually 
adopted abstinence policy, despite Denmark’s traditionally more liberal alcohol policy than 
Finland’s restrictive (Leppo & Hecksher, 2011).  
 
Research on how national guidelines influence behaviour is however limited. A qualitative 
study of 20 pregnant English women, following the changes in the recommendation from 
DH in 2007, showed women received conflicting advice about drinking during pregnancy. 
Women perceived that it limited their ability to make an informed decision (Raymond et 
al., 2009). Qualitative studies from countries that endorse abstinence have shown similar 
results. Loxton et al. (2013) interviewed women in Australia about advice on alcohol found 
that women perceived the recommendations about alcohol as confusing. In a study of 
Dutch women and partners, van der Wulp, Hoving and de Vries (2013) found that many 
participants had been given clearance from the midwife to have small amounts of alcohol 
despite official abstinence policy. The occasional drink was advised as not harmful for the 
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baby, and some participants also reported on conflicting information from different health 
professionals. Gavaghan (2009) expressed criticism against total abstinence policy. He 
argued that that when evidence does not support a precautious approach of no alcohol, 
recommending abstinence is ‘medical paternalism’ which does not allow for women to 
make an informed decision based on the available evidence.  
2.7 Prevention of maternal alcohol use 
2.7.1 Maternity health services and alcohol prevention 
 
Historically, antenatal care was targeted to women from poor backgrounds with specific 
medical issues. However introducing universal antenatal care to all women was a public 
health success, as it significantly decreased maternal and infant mortality (Tulchinsky & 
Varavikova, 1999). Pregnancy is a ‘window of opportunity’ for behaviour change, and 
midwives play a key role in supporting healthy behaviours during pregnancy. The first 
appointment with antenatal care is most often the first time women get targeted health 
information relating to pregnancy. Midwives are therefore key players in health promotion 
to pregnant women (Beldon & Crozier, 2005; McLeod et al., 2003; PHE, 2013), and some 
have argued for greater public health approach in antenatal care for the benefit of the 
health of both expecting mother and the unborn child (McNeill et al., 2012). The coverage 
of antenatal care in the WHO European Region is the highest of all the world regions. 
According to 2009 statistics, 96% of women received care from a health care professional 
at least once during pregnancy, and 80.4% saw a health professional at least four times 
throughout the pregnancy (WHO, 2015).  
 
Advice and information about alcohol use during pregnancy is regarded as an important 
topic by pregnant women, as well as midwives (Jones et al., 2011; Raymond et al., 2009). 
However, a qualitative study (N=24) from Australia by Jones et al. (2011) indicated 
disparities in experiences of women and midwives. Women perceived that alcohol was 
only mentioned in the initial appointment, while midwives reported always providing 
women with advice about alcohol. It has been suggested that discussions around alcohol 
are often only initiated if there are indications that the woman is drinking at high levels. 
Diekman et al. (2000) conducted a survey of a random sample of 604 obstetricians and 
gynaecologists, which showed that almost all practitioners (97%) would ask women about 
their alcohol use. Fifty percent of practitioners advised all patients about risks with 
drinking, whereas 36% provided such information only if the patient reported being a 
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current drinker or the clinician suspected drinking. Thirteen percent reported that they 
provided information if the patient displayed risk factors, such as current smoking or 
previous problems with alcohol use at high levels. Practitioners also identified barriers 
with speaking to patients about alcohol, including time constraints, patient sensitivity to 
the subject, and need for training.  
 
In the UK, research has shown differences in the extent to which alcohol is addressed in 
antenatal care within the devolved nations of England and Scotland. A study of 624 
midwives in East Anglia in England showed that 93% recommended pregnant women to 
abstain from alcohol, whereas 41% would also tell women about the recommended limit in 
the NICE guidelines. Sixty percent reported routinely asking women about their alcohol 
intake, 17% would ask if the woman presented with other risk factors such as smoking, and 
10% did not ask at all. Only about one third of midwives reported routinely giving 
information about alcohol and pregnancy and 22% gave no information at all to pregnant 
women about alcohol (Winstone & Verity, 2015). A qualitative study of 21 Scottish 
midwives found that midwives adopted a cautious approach and advised abstinence, due to 
the ambiguous evidence base around low to moderate drinking. Midwives sometimes used 
their own alcohol habits to exemplify and put the conversation into context; midwives who 
were drinkers themselves expressed scepticism against complete abstinence, whereas 
midwives who did not drink firmly believed that pregnant women should not drink any 
alcohol. As drinking prior to pregnancy was seen as common, many midwives stressed the 
need for interventions pre-conception rather than after pregnancy recognition (Doi, Cheyne 
& Jepson, 2014).  
2.7.2 Advice to partners  
 
Research on involvement of the pregnant woman’s partner in antenatal care is limited. The 
available evidence suggests that focusing on the woman often excludes the partner. A 
study by van der Wulp, Hoving and de Vries (2013) found that partners at times felt left 
out from the information about alcohol on, for example, websites, which appeared 
designed for women and did not address the partner’s role in relation to alcohol. 
Furthermore, partners of women who consumed alcohol noted that they felt the midwives’ 
ability to ask about alcohol consumption, and amount of information they got, could be 
improved. Specifically, partners wanted more information about the risks with alcohol 
exposure. This was also reflected in that only a few of the midwives in the study reported 
asking the partner about their alcohol use. In a survey of Norwegian midwives (N=103), 
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97% reported that they asked pregnant women about their alcohol use “always” or “most 
of the time”. However, only 24% asked the partner about their alcohol use (Wangberg, 
2015).  
 
There is some evidence to suggest that psycho-social support from a partner may be an 
important factor for women to abstain from alcohol. A randomised trial (N=304) in the 
USA, of the effectiveness of brief interventions (BI) when both woman and partner were 
included, showed that the intervention was more effective when the partner was involved 
among women who  drank at higher levels at study enrolment (Chang et al., 2005). An 
intervention study from Sweden, which focused on a couple-based approach to discussing 
alcohol use during pregnancy and alcohol problems in the family, showed that partner 
support was related to greater likelihood of abstinence. Among the 509 couples that took 
part, many partners offered the pregnant woman support by not drinking with her. This 
was the case for the majority in the intervention group (75%) and the control group (67%). 
However, women in the intervention group were significantly more likely to report that 
their partner always offered them non-alcoholic options (77.1% vs 63.4%, p = 0.002) 
(Högberg, Spak & Larsson, 2015).  
2.7.3 Screening for alcohol use during pregnancy 
 
The ‘WHO Guidelines for the identification and management of substance use and 
substance misuse during pregnancy’ states that pregnant women should be asked about 
their alcohol use as early as possible (WHO, 2014c). Validated screening tools are 
available for health professionals to assist in assessing alcohol use. These include AUDIT 
(Alcohol Use Identification Test), TWEAK (Tolerance, Worried, Eye-opener, Amnesia, 
Kut/Cut down) and CAGE (Cut down, Annoyed, Guilt and Eye-opener) (WHO, 2014c). 
Screening tools for hazardous drinking were initially researched and tested on men. Due to 
differences in drinking patterns, biological thresholds, and the fact that screening tools 
mainly focused on identifying dependency, made them less appropriate for pregnant 
women (Chang, 2001). Research in the 1980s focused on developing screening tools that 
would be appropriate for pregnant populations (Barry et al., 2009).  
 
The T-ACE (Tolerance, Annoyed, Cut down and Eye-Opener) was the first validated 
instrument that showed high sensitivity to identify risky drinking in obstetrics and 
gynaecology settings. The instrument does not have a ‘socially correct answer’ and 
includes only four items, making it fast and easy to deliver, and can detect drinking at 
  
45 
different levels (Chang, 2001). A study by Chang et al. (1998) included 250 pregnant 
women who screened positive with the T-ACE instrument and 100 women who screened 
negative. For comparative reasons, AUDIT and SMAST (Short Michigan Alcohol 
Screening Test) were also used. The instruments were assessed using the DSM-III-R 
(Diagnostic and Statistical Manual of Mental Disorders) and included three criterion; 
lifetime alcohol diagnoses, risk drinking of regularly drinking 23g pure alcohol or more 
per day, and current drinking. The results showed that T-ACE positive women were 
significantly more likely to satisfy either one of the three DSM-III-R criteria. The 
conclusion was that T-ACE was the most sensitive screening instrument of the three and to 
a much higher degree identified women who were currently drinking.  
 
The AUDIT tool, developed by WHO in the 1980s (Saunders et al., 1993a; Saunders, et al., 
1993b), includes questions from the MAST, CAGE, and T-ACE instruments and was 
designed to detect harmful drinking and potential alcohol dependency (Chang, 2001). A 
shorter version of the AUDIT (AUDIT-C), containing only three of the original ten 
questions, has also been developed as a brief instrument which is easier to administer. 
Burns, Gray and Smith (2010) conducted a systematic review of screening instruments for 
pregnant women and found that the AUDIT-C had high sensitivity (95%) and specificity 
(85%) at cut-off score of three or more for risky drinking in the past year, defined as 
drinking more than seven drinks per week or three drinks or more per day at least once per 
month. The full AUDIT had high level of identification of lifetime alcohol dependency; 
however had lower sensitivity at specific cut-off scores than T-ACE. AUDIT-C had high 
sensitivity for alcohol dependency in the past year (100%), and alcohol use disorder (96%). 
The specificity for detecting dependency was 71% for both tools.  
 
The TWEAK instrument, initially also developed to detect heavy drinking and alcohol 
dependency, has showed good results on pregnant populations. The test uses the definition 
of at-risk drinking of consuming one ounce (approximately 23g pure alcohol) or more of 
alcohol per day, and a cut-off score on the test of two points (Chang, 2001). The 
instrument has varied across studies; some have defined the first question as how many 
drinks a woman can ‘hold’ and others have asked how many drinks it takes for the woman 
to feel ‘high’. Asking women how many drinks they can “hold” has shown higher 
sensitivity than the ‘high’ question (91% and 79%) for at-risk drinking before pregnancy, 
whereas the specificity for the ‘high’ question was higher than the ‘hold’ (77% and 83%). 
Any drinking during pregnancy, cut-off point of one point, showed sensitivity of 66% and 
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specificity of 64%, whereas at-risk drinking during pregnancy had sensitivity of 71% and 
specificity of 73%. The CAGE test has shown poor performance in identifying risk 
drinking among women in general and subsequently also unable to detect risk drinking in 
pregnant populations, with low sensitivity scores. Also the SMAST (Short Michigan 
Alcohol Screening Test) test showed poor performance in identifying risk drinking during 
pregnancy, with low sensitivity albeit high specificity (11% and 96%, respectively)  
(Burns, Gray & Smith, 2010).  
 
Despite benefits of using screening tools, there are concerns of the implications of asking 
detailed questions about drinking , including women’s privacy and potential fear of stigma 
from disclosing alcohol use (WHO, 2014c). Research from Australia has shown that many 
women expect questions about alcohol and perceive them as acceptable, without feeling 
discomfort (Muggli et al., 2015; Seib et al., 2012). However, Muggli et al. (2015) found 
that women expressed concerns about getting too detailed questions as it may cause worry 
regarding alcohol consumption before pregnancy recognition. Furthermore, women who 
were moderate or heavy drinkers expressed fear of being judged for their level of drinking, 
and were likely to under-report their intake. Women identified barriers with assessing 
alcohol habits in maternity services, including not recalling alcohol consumption in a life 
history context. Women also preferred to categorise their drinking in their own words, and 
would not necessarily identify with terms such as ‘intoxication’. Women would feel more 
encouraged to provide accurate report of their alcohol use included describing their 
consumption in drinks rather than standard measures or units. Importantly, women also felt 
that an option for ‘occasional drinking’ and report their drinking anonymously.  
2.7.4 Interventions to prevent alcohol-related birth defects 
 
Prevention of alcohol-related birth defects can focus at reducing AEP risk among non-
pregnant women or at reducing or preventing alcohol use among pregnant women. 
Interventions can be universal (such as media campaigns and educational interventions) or 
targeted/indicated (such as BI) or cognitive behavioural therapy) (Barry et al., 2009).  
 
Brief interventions are “those practices that aim to identify a real or potential alcohol 
problem and motivate an individual to do something about it” (Babor & Higgins-Biddle, 
2001, p. 6). In combination with screening, BI is a way for health professionals to raise the 
question about patients’ alcohol consumption and support behaviour change for people 
who drink at hazardous or harmful levels (Babor & Higgins-Biddle, 2001). In primary care 
  
47 
settings, BI has demonstrated good effectiveness in reducing harmful and hazardous 
drinking (Gebara et al., 2013; Kaner et al., 2009), but for pregnant women the evidence is 
overall inconsistent (Gilinsky, Swanson & Power, 2011). A systematic review of 
randomized controlled trials (RCTs) only found four studies that fit the inclusion criteria. 
The overall conclusions of the review was that despite that psychological and educational 
interventions appeared to have some impact on reducing alcohol consumption, the paucity 
of studies along with high risk of bias within studies limit the possibility to draw 
conclusions about effectiveness of interventions (Stade et al., 2009).    
 
Results from individual studies have shown promising results from various types of 
interventions in promoting abstinence or reducing alcohol use. For example, van der Wulp 
et al. (2014) found that women who received a computer-tailored feedback intervention 
were more likely to abstain from alcohol than women who received standard care (OR = 
2.77, 95% CI 1.02–7.34) at six months follow-up. The intervention was also compared 
with health counselling with a midwife, where the intervention performed no better than 
the health counselling and there was no significant difference between standard care and 
health counselling. The computer-tailored intervention significantly reduced alcohol use 
among women who consumed one standard deviation below the mean before pregnancy (p 
< 0.001), but not among women who drank above the mean (p = 0.57). O’Connor and 
Whaley (2007) found that a single-session of BI was associated with significantly higher 
odds of abstinence, compared to women who received assessment only (OR = 5.39, 95% 
CI 1.59–18.25, p < 0.05). Among women who prior to the enrolment in the study (around 
18 weeks) drank two standard drinks or more per occasion and received the intervention 
had better birth outcomes (for example higher birth weight) than the control group 
(O’Connor & Whaley, 2007).  
 
Although research on universal interventions (educational and public health interventions) 
is limited, a review of studies suggested that these types of interventions can increase 
awareness of risks with drinking alcohol during pregnancy (Crawford-Williams et al., 
2015a). Specifically, a study of a campaign targeting American Indian women found that 
women of childbearing age perceived an increase in knowledge of FAS (91.6%) and risks 
with drinking alcohol when pregnant (93.3%). The majority (71.8%) of the 119 women 
included in the study reported that they had reduced their drinking as a result of the 
campaign (Hanson, Winberg & Elliot, 2012). An American study of a multimedia 
campaign targeting pregnant women found that women exposed to the intervention were 
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more likely to have talked to at least one friend about alcohol and pregnancy (58.3% 
versus 49.4%, p = 0.05) (Lowe et al., 2010). Yet the design of messages targeting pregnant 
women may influence their response to the information. An experimental study of 354 
pregnant and non-pregnant Australian women showed that messages with a threat appeal 
(focusing on the risks from alcohol exposure) and a combined message of threat appeal 
and self-efficacy (focusing on behaviour change in the context of women’s social 
situations and peer support) was significantly associated with women’s intention and 
confidence to abstain from or reduce their alcohol during pregnancy, compared to the 
control condition (France et al., 2014). A more recently published RCT study including 
564 Swedish women indicated that simply providing written information can encourage 
women not to drink. Women who received an information leaflet prior to the first antenatal 
visit were more than twice as likely to abstain, compared to women in the control group 
(OR = 2.6, 95% CI: 1.3–5.1, p = 0.005) (Bortes et al., 2015). Another RCT including 161 
pregnant women in Australia found that an intervention of an information booklet with 
mocktail (non-alcoholic cocktails) recipes significantly improved attitudes and knowledge 
of drinking during pregnancy. However, compared to the control group, who received 
standard antenatal care only, there was no significant difference in abstinence (RR = 1.3, 
95% CI: .97–1.75, p = 0.077) (Crawford-Williams et al., 2016).  
 
Research has also suggested that certain factors influence the success of interventions, such 
as partner support. A study of 304 women and their partners in the USA showed that a 
single-session BI was more effective on women who consumed alcohol at higher levels 
when they enrolled in the study, and whose partner took part in the intervention (Chang et 
al., 2005). Another study of 526 couples in Sweden found that while there was no 
difference in abstinence rates between the intervention group and the control group, 
psycho-social support from partners was higher in the interventions group. Women who 
received the intervention, a dialogue with the midwife from a life cycle perspective on 
alcohol which also included history of alcoholism in the family, were significantly more 
likely to report that their partner always offered them non-alcoholic alternatives (OR = 
2.13, 95% CI 1.29–3.51) (Högberg, Spak & Larsson, 2015).  
 
Overall, the literature is not conclusive on effective interventions for pregnant women. It 
has been suggested that women who continue to drink during pregnancy may need more 
intense interventions, especially women who drink at higher levels (Gilinsky, Swanson & 
Power, 2011). This may be one reason why remote interventions have been effective on 
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women who drink at lower levels (van der Wulp et al., 2014) and face-to-face BI has 
shown positive effects on women who drink at higher levels (Chang et al., 2005; Marais et 
al., 2010). One interesting observation is that several studies have not found significant 
effects of interventions, due reductions in intake also in the control group. In some studies, 
the control group received assessment only, meaning they were screened for alcohol use 
(Osterman & Dyehouse, 2012; Tzilos et al., 2011). It is known that screening can influence 
behaviour change (McCambridge & Kypri, 2011), which emphasises the importance of 
screening and brief intervention in antenatal care, as recommended in the WHO 
‘Guidelines for the identification and management of substance use and substance misuse 
during pregnancy’ (WHO, 2014c).  
 
Qualitative work on the implementation of BI in antenatal care in Scotland has shown that 
many midwives felt they did not have enough experience through practice of using BI, due 
to most women reporting not drinking alcohol. Midwives believed the first appointment to 
be the best time to do screening and deliver BI, even though they were concerned about 
potential negative effects on their relationship with the woman. Gaining trust of the woman 
at the initial meeting was perceived as important and discussing alcohol was mentioned as 
a possible barrier to establish a good relationship. Midwives listed time constraint and 
heavy work load as a barrier to alcohol brief interventions, as alcohol therefore was not 
prioritised. Conversion of alcoholic drinks into units was also mentioned as a barrier (Doi, 
Cheyne & Jepson, 2014), which is consistent with barriers mentioned by women for 
accurately report their alcohol consumption (Muggli et al., 2015).  
 
In summary, whilst the evidence for effective interventions to prevent alcohol exposure 
during pregnancy is limited (Crawford-Williams et al., 2015a; Gilinsky, Swanson & Power, 
2011; Stade et al., 2009) some approaches appear to be successful. Focusing on involving 
the pregnant woman’s partner and considering the mode of delivery (face-to-face or 
computer-based) may be important for the intervention to be effective. However, 
interventions may have different impact on women drinking at high levels, compared to 
those consuming small amounts.  
2.8 Conceptual framework 
 
The conceptual framework for this thesis was developed based on the existing literature, 
which indicates that there are many factors that influence pregnant women to continue to 
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use alcohol. But for the interest of creating a model or a framework on which the research 
is based on, factors influencing abstinence are equally important. If we adhere to the 
research, and the recommendations that have previously been presented, abstinence is most 
commonly considered the best option to ensure that no harm is caused to the baby. As 
mentioned in 2.6.2, criticism towards total abstinence policy exists (Gavaghan, 2009) and 
the precautionary principle has had precedence in the light of ambiguous evidence of the 
risks with low to moderate drinking (Leppo & Hecksher, 2011). Figure 2 shows a simple 
logic model guiding this study, in which the aim was to explore environmental factors’ and 
intrapersonal factors’ influence on women’s drinking behaviour. Based on the existing 
literature, pre-pregnancy drinking habits were also explored as part of this model.  
 










In the following sections I develop this simple model into a more comprehensive 
conceptual framework, which guided the design of this study. The study was designed 
based on behaviour change theories on the individual as well as wider systems beyond 
individual factors.  
2.8.1 Teachable Moments 
 
Building on the simple model described in the previous section, pregnancy is described in 
the wider literature as a particular moment in life where women are inclined to alter health 
behaviours (Beldon & Crozier, 2005; Smedley et al., 2014). Pregnancy has therefore been 
referred to as a ‘window of opportunity’ for health promotion, or a teachable moment, in 
relation to for example smoking. McBride, Emmons and Lipkus (2003) argued that; 
“Pregnancy has been referred to widely as a teachable moment because of mothers’ strong 
motivation to protect the well-being of the fetus and strong social pressure to avoid 










hospitalisation or pregnancy) act as a motivation for individuals to improve their health 
due, as perception of risk increases. Underlying factors of teachable moments also include 
increased emotions, the individual’s re-definition of self and/or social role, and perceived 
positive outcomes from modified behaviour. These factors contribute the discernment that 
a change in behaviour is important and greater motivation to make that change (Lawson & 
Flocke, 2009). McBride, Emmons and Lipkus (2003) acknowledged that the term 
teachable moments is widely used, however the definition varies. Teachable moments can 
be defined as an event or context which impacts behaviour change; the more common use 
of the term that it is an opportunity for behaviour change.  
 
Pregnancy itself can trigger behaviour change following a positive pregnancy test 
(Edvardsson et al., 2011). This is evident for example in the literature around smoking 
during pregnancy, which suggests that ‘spontaneous quitters’ are more prevalent in 
pregnant women than other smoking populations; around half of smoking women quit 
spontaneously when they get pregnant. Stronger belief of harm is one factor associated 
with higher likelihood of spontaneous smoking cessation, making pregnancy a teachable 
moment (Chamberlain et al., 2013).  
 
In the current research I define teachable moments as an event or context, as this definition 
implies that these events provide an opportunity for interventions to address the factors that 
can increase motivation to change behaviour. Pregnancy recognition can increase women’s 
motivation to change health-related behaviours as immediate behaviour changed followed 
a positive pregnancy test. A strong motivation is the perceived risk to the foetus by 
exposure to, for example, alcohol or cigarettes and even though women may change their 
drinking before the first visit with antenatal care, women are receptive to information and 
advice (Edvardsson et al., 2011).  
 
Health professionals recognise that women are motivated to change behavioural risks and 
have strategies for using this time to help women change (Herzig et al., 2006). The event, 
or context, of pregnancy means the woman has increased emotions and increased 
perceptions of risk from engaging in different behaviours. In addition, pregnancy is a time 
when a woman will re-define her social role and perception of self as she is entering 
motherhood (Bailey, 1999). However, in addition to these aspects of behaviour change, 
motivation, skills, and self-efficacy are important components for pregnancy to be a 
teachable moment and result in changed drinking habits (McBride, Emmons & Lipkus, 
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2003). For the current research, the focus was not only on the intrapersonal factors that 
provide an initial opportunity to spontaneously change drinking behaviour, but also the 
interpersonal factors (such as advice from midwife or partner’s drinking habits) that may 
influence on motivation or the acquisition of skills to act upon individual feelings and/or 
attitudes.  
 
While ‘teachable moments’ is a useful way of thinking of behaviour change during 
pregnancy, it works on the assumption that the event (pregnancy) will trigger change 
(abstinence/reduced drinking). However, as the literature review has suggested, alcohol use 
during pregnancy is a complex issue and several factors may act as barriers for women to 
make the desired changes (abstinence, as noted in official drinking guidelines see 2.6.2). 
Negative views on recommendation and translation into one’s own situation may explain 
why some women continue to drink. In the following sections I will introduce models that 
expand on these issues and take into consideration a wider context.  
2.8.2 The Health Belief Model 
 
As an expansion on teachable moments, the health belief model (HBM) provides a more 
in-depth description of behaviour change, and factors that can be addressed to 
promote/support a change in health behaviour. The main concepts of the model are the 
individual’s beliefs that the event (here negative effects on pregnancy and/or baby) in 
question is serious, that they are susceptible to the event, that avoiding the behaviour will 
reduce the likelihood of the event, that avoiding the behaviour is not at a high cost for the 
individual, that there are cues to action (such as media or personal influences), and finally 
motivation to alter the behaviour constituting the risk for an event (Tones et al., 2004). The 
model was originally presented by Rosenstock (1966), but has since been modified and 
used extensively throughout the literature on behaviour change (Glanz et al., 2008). The 
HBM further extends on the idea of teachable moments by expanding to more contextual 
factors. Furthermore, teachable moments do not include the aspect of actions that influence 
individual to alter their behaviour, or the aspect of the relationship between health 
professional and patient/service user.  
 
Figure 3 shows the constructs of the HBM and how they relate to each other. As an 
extension to teachable moments, HBM also includes ‘cues to action. Lawson and Flocke 
(2009) argued that for behaviour change to occur, interaction with for example health 
professionals to emphasise the need for, and benefits of, that change. For the current 
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research, HBM is a suitable model as it takes into consideration the positive and negative 
factors (benefits and barriers) (Naidoo & Wills, 2000) that form part of the likelihood of 
ceasing/reducing drinking. Within a medical paradigm risk is a central focus, but research 
has shown that women’s evaluation of risk is complex in relation to, for example, the 
pleasure aspect (Crawford-Williams et al., 2015b; Ford, 2013; Meurk et al., 2014), which 
is why the aspect of benefits or pleasure from drinking is important to address.   
 
Figure 3. Constructs of the Health Belief Model (adapted from Glanz, 2008) 
 
In summary, the behaviour (drinking or abstinence) is determined by the interaction 
between knowledge of the risks with drinking (which are influenced by age, personality, 
socio-economic status), perceptions of susceptibility/vulnerability for those risks, barriers 
(such as partner or pregnant friends who are drinking/encourage drinking), benefits (such 
as relaxation). Cues to action are an important construct, as in the instance of pregnancy 
this could be advice from health professionals or from other people in the woman’s social 
environment. Criticism of the health belief model has included that all factors are weighted 
in more or less equal measure, whereas in reality one factor may have greater importance 
than another. This leads to the conclusion that the use of the model in predicting behaviour 
may not be appropriate, but that it is a useful model for exploring complex interactions 
between constructs (Naidoo & Wills, 2000). Previous research has used theoretical models 
such as theory of planned behaviour (Duncan et al., 2012), the transtheoretical model of 
behaviour change (Bortes et al., 2015), and Theory of Reasoned Action (Morrison, 
Spencer and Gillmore, 1998), which are valuable social cognition models to explore 
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current research, external influences through guidance and advice was in focus, which 
meant HBM was better fit for purpose.  
2.8.3 The Socio-ecological model of health  
 
The current research has a cross-cultural design, and for that reason factors within a wider 
system was important in order to understand why prenatal alcohol use may differ between 
England and Sweden. The literature review suggested that there are linkages between 
individual factors, interpersonal factors, and wider environment. One of the profound 
differences from the outset in designing this research was the difference in official drinking 
guidelines in England and Sweden. Within the public health field, socio-ecological models 
have been used to describe complex health issues such as intimate partner and sexual 
violence (WHO/LSHTM, 2010), child maltreatment (WHO, 2013d), and substance abuse 
and child neglect (Cash & Wilke, 2003). As the study compared two different countries, 
addressing wider contextual factors in the design was important in order to explore levels 
of factors within a wider system (Figure 4). Understanding these wider systems and the 
factors within them can help develop understanding of population level interventions, 
rather than individually focused, that can promote behaviour change and reduce alcohol 
exposure during pregnancy.  
 
The socio-ecological model of health was originally developed by Bronfenbrenner (1979) 
as a theoretical model of human development, taking into account not only the individual 
but influence from environmental factors. As the model has developed within the public 
health field, policy is a key to support healthy lifestyles, as argued by Sallis, Owen and 
Fisher (2008); “Behavior change is expected to be maximized when environments and 
policies support healthful choices, when social norms and social support for healthful 
choices are strong, and when individuals are motivated and educated to make those choices” 
(p.466). Behaviour change on an individual level is therefore influenced by many external 
factors in (Sallis, Owen & Fisher, 2008), which is relevant when discussing differences 
between countries and how to address prenatal alcohol use from a policy perspective. 
While ecological models are useful in designing health promotion or prevention 
interventions, as systems beyond the individual level can be targeted and prevent unwanted 
outcomes without individual action (Raingruber, 2014). However, the model is weakened 
by the difficulties in establishing how factors at different levels influence behaviour (Sallis, 




Figure 4. Socio-Ecological model of alcohol use during pregnancy (developed from 
Sallis, Owen and Fisher, 2008) 
2.8.4 Utilisation of the conceptual framework 
 
The theoretical and conceptual frameworks presented here were used to design this 
research, specifically in relation to formulating the questions guiding the development of 
the studies (Figure 5, section 3.2). The models described here also assisted in making sense 
of the literature to make choices of participants and the overall mixed methods design of 
the research. Specifically, the comparative approach needed consideration of wider factors 
that may influence behaviour and the socio-ecological model provides a framework for 
exploring interaction between different systems. While these models have acknowledged 
limitations and weaknesses in predicting behaviour (Naidoo & Wills, 2000; Raingruber, 
2014; Sallis, Owen & Fisher, 2008;) their feasibility in informing the design of this 
research was useful in order to understand the complexity of factors involved in prenatal 
alcohol use during pregnancy. Furthermore, as has been described, the individual level 
behaviour change models of teachable moments and health belief model contribute with 
constructs such as risk perception that influence behaviour on the individual level, but is 
determined by wider social norms in society.  
 
In addition to above mentioned models, models such as the COM-B model (capability, 
opportunity and motivation) also exists, which may assist in the design and understanding 
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of interventions to change health behaviours (Michie, van Stralen & West, 2011). However, 
the strong focus on external factors s in this model made it less fit for purpose to explore 
the perceptions and social norms of individuals, which may influence decisions around 
alcohol use during pregnancy.  
2.9 Summary 
 
In this chapter I have provided an overview of the literature on women’s alcohol use before 
and during pregnancy, policy frameworks to prevent alcohol-related birth defects, and the 
conceptual framework within which this research was designed. The literature suggests 
that the evidence around drinking smaller amounts of alcohol is currently not clear. In 
addition, the true prevalence of alcohol-related birth defects is not known and neither is the 
prevalence of prenatal alcohol use. Despite these issues, national as well as global policy 
indicates that drinking among pregnant women is an important public health issue. The 
discourse is however heavily influenced by the ambiguity of the risks around drinking low 
to moderate amounts during pregnancy which, as I have argued, begins with the wider 
perceptions around women’s alcohol use.  
 
Drinking among women has become more prevalent over time, yet within a context where 
women’s drinking is framed differently than men’s. Implications of alcohol consumption 
on reproduction, as well as responsibilities associated with motherhood, contribute to more 
negative discourses of women’s alcohol use. As alcohol has become part of many 
women’s lives, pregnancy cannot be viewed as an isolated event in life for prevention. 
While the evidence is not clear on the effectiveness of interventions for pregnant women, 
there are opportunities to encourage women to change their drinking behaviour through 
screening and BI in antenatal care (WHO, 2014c). Health professionals may however not 
consistently assess pregnant women’s alcohol use and provide such information. In order 
to implement guidelines, and to ensure consistency, further understanding of the 
conceptualisation of alcohol use during pregnancy among health professionals is warranted. 
In order for services to provide the best support to women, and their partners, a greater 
understanding prenatal alcohol use, influence of social factors, and implications of policy 
are needed. We need to understand not only how health professionals approach women, 
but what experiences expectant parents bring into antenatal care and how social factors 
may mediate behaviour change. In the next chapter I will give an overview of the 
methodology for the study and the methods used in each phase of the study.   
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Chapter 3 - Methodology 
3.1 Introduction  
 
This chapter gives an overview of the overall methodology underpinning this research 
project. In the subsequent sections the underpinning paradigm of the chosen methodology, 
aspects of conducting cross-cultural research, the research settings and samples, data 
collection methods, data analysis methods, ethical considerations, and limitations of the 
study are described.  
3.2 Aim and research questions 
 
The purpose of this mixed methods study was to study the prevalence and attitudes 
towards alcohol use during pregnancy, and perceptions of advice and guidance of alcohol 
among parents and midwives in England and Sweden. The overall aim for this research 
was to compare and contrast a country where strict abstinence advice to pregnant women 
(Sweden) was endorsed, with a country where the advice that also included a 
recommendation for a maximum level of drinking (England) (see Box 1 in section 1.3). 
The research project was divided into three specific studies; a retrospective survey of 
alcohol habits before and during pregnancy (Study I), an interview study with parents 
exploring perceptions around drinking during pregnancy and advice from antenatal care 
(Study II), and a study of midwives’ views on alcohol use during pregnancy and 
prevention in antenatal care (Study III). The research questions for this research were: 
 
1. What is the prevalence of retrospective self-reported alcohol use during pregnancy 
in England and Sweden? 
2. What factors are associated with continued alcohol use? 
3. What are parents’ attitudes and practices of alcohol use during pregnancy in 
England and Sweden? 
4. What are midwives’ perceptions of pregnancy drinking guidelines and women’s 
alcohol use during pregnancy in England and Sweden? 
5. What are midwives’ practices of providing alcohol advice in antenatal care?  
Figure 5 shows the questions guiding each component of the overall study and how each 
question informed the next step of the research. This is shown as a sequential process, 
starting at the beginning of the PhD research in 2012.   
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Figure 5. Overview of research project and the interlinked questions guiding the 
development of individual studies 
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- How do parents and midwives experiences 
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alcohol use during pregnancy in England 
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parents and midwives use pregnancy as a 
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pregnancy is a problem and If abstinence is the safest 
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- Experiences of giving alcohol advice to pregnant 
women 
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- Prevalence of maternal alcohol use 
- Influence of partner drinking 
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partners 
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- Provision of advice 
Study II 
- Attitudes towards risks with drinking alcohol during 
pregnancy 
- Motivating factors to drink/not drink during 
pregnancy 
- Feelings and experiences of alcohol advice in 
antenatal care 
Pilot study 
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- How common is drinking during pregnancy? 
- Is there an association between partner drinking 
and the pregnant woman’s drinking? 
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English/Swedish parents? 
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during pregnancy? 
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- Are there differences between English/Swedish 
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- How do parents feel about risks with drinking 
during pregnancy? 
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during pregnancy? 
- How do parents feel about alcohol advice in 
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Questions 
- What are midwives’ opinions on alcohol use 
during pregnancy? 
- What advice do midwives give pregnant women? 
- What experiences do midwives have of advising 
expecting parents about alcohol? 
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3.3 Mixed Methods Research (MMR) 
3.3.1 Pragmatism  
 
As a paradigm, pragmatism has been suggested the most appropriate for MMR, however 
several other paradigmatic perspectives have underpinned MMR (Shannon-Baker, 2015). 
Pragmatism focuses on problem-solving, where the research question guides the design of 
the research rather than a focus on specific methods of philosophical aspects (Creswell & 
Plano Clark, 2011; Neale, 2008). However, Morgan (2014) argued that labelling 
pragmatism as a paradigm for problem-solving does not capture what pragmatism is really 
about. Morgan argued that pragmatism is more than simply “making technical decisions 
about research methods because of the commitments we make when we chose one way 
rather than the other” (p.1046). Therefore, pragmatism is about defining ‘why to’ rather 
than ‘how to’, providing a different way of thinking about research than the traditional 
research camps of purely quantitative or qualitative methodologies. This is a reflection of 
the origins of pragmatism in the work of John Dewey, who emphasised the concept of 
inquiry, in which human experience is central, as opposed to the traditional divides of 
positivism/interpretivism and objectivism/constructivism of reality and knowledge (Dewey, 
1941). 
3.3.2 The choice of a MMR design  
 
Alcohol use during pregnancy is a complex issue and constricting the research to one of 
the traditional research paradigms would not be sufficient in exploring such complexities. 
Creswell and Plano Clark (2011) described several reasons for choosing MMR as research 
methodology. After initial scoping of the literature for the current study, there were two 
prominent reasons for choosing a MMR design, underpinned by pragmatism. The first 
reason relates to the different types of research available on the topic of alcohol and 
pregnancy. Many studies have employed quantitative methods to assess levels of alcohol 
use during pregnancy, and some conclusions can be drawn about how women change their 
alcohol habits when they get pregnant. There is however a lack of studies integrating 
quantitative and qualitative methods that further develops an understanding of why women 
continue to drink during pregnancy. The current research was based on theoretical models 
on behaviour change (see section 2.8), and focused on the research problem rather than 
having a strong alignment with a methodological paradigm. Using a MMR design would 
therefore addresses the quantitative variables of drinking during pregnancy, whilst also 
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exploring social constructs relating to those variables through the narratives of women and 
health professionals. In addition, there is limited of research that explores influence from 
the pregnant woman’s partner on continued alcohol use. Quantitative research has shown 
an increased likelihood of prenatal alcohol use when the partner is a heavy drinker 
(Bakhireva et al., 2011), but also that partners appear to change their drinking habits during 
pregnancy (Mellingen, Torsheim & Thuen, 2013). Within the limited qualitative studies, 
the importance of making joint decisions about drinking (Crawford-Williams et al., 2015b), 
as well as joint drinking habits within the couple (van der Wulp, Hoving & de Vries, 2013), 
has been highlighted. Research bringing these aspects together was an evident gap in the 
literature, and calling for greater exploration of how these constructs may vary between 
different cultures.   
 
The second reason relates to the application of a theoretical lens to the research topic. 
Whilst alcohol use during pregnancy is viewed as an important public health issue, it is a 
medicalised issue with less attention paid to social aspects. There is some tension between 
the medical paradigm focusing on the foetus and the social paradigm, putting the woman’s 
autonomy at the centre (Lupton, 2012; Markens, Browner & Press, 1997). Applying a 
public health perspective to this topic, through a MMR design, would therefore contribute 
to greater understanding of these competing views.  
3.3.3 Parallel convergent design  
 
This MMR study was conducted using a parallel convergent design. The main features of 
this approach are that data for each phase of the study are collected concurrently and 
results from the qualitative and quantitative strands are interpreted in a synthesised 
analysis at the end of all phases (Creswell & Plano Clark, 2011). Figure 6 shows the 












Figure 6. Implementation of the parallel convergent study design 
 
The convergent design allows for addressing exploratory questions (within the qualitative 
strand) and confirmatory questions (within the quantitative strand). In the current study, 
the quantitative phase was initiated first, and the pilot study of the questionnaire informed 
the qualitative phase. Specifically, the interviews were designed to cover topics of interest 
in the questionnaire (such as alcohol consumption on special occasions and partner’s 
drinking during pregnancy) (Teddlie & Tashakkori, 2006). This design was chosen due to 
the limited time to undertake the research, as well as the equal priority the two strands 
were given (Creswell & Plano Clark, 2011).  
 
Whilst the convergent design has the advantage of verifying as well as generating theory 
within the same study, there are limitations. According Teddlie and Tashakkori (2006) 
there are three aspects of concurrent design that are important in relation to designing and 
implementing this type of approach. Firstly, as the same topic is explored together and 
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separately, through different methodologies, this approach requires expertise. Secondly, 
the synthesis of the collected data can be difficult in order to create a coherent picture 
within ‘meta inferences’ at the final stage. Finally, any discrepancies in the findings may 
be difficult to interpret for an inexperienced researcher. Due to the challenges with running 
multiple strands simultaneously, it means that the design is more suitable for collaborative 
teams; as a single researcher it can be difficult to keep the strands completely independent. 
However, despite these limitations in the operationalisation of the research, it was the most 
appropriate design for the topic covered in this thesis.  
 
This research was commenced in 2013 and data collection was concluded in early 2015. 
The three studies included in this mixed methods study and the specific methods used for 
each one are outlined in Table 3. In the following sections of this Chapter, I will describe 
the methods for each of the included studies.  
 
Table 3. Overview of the research project 
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3.4 Quantitative phase  
 
The main objective of quantitative public health research, situated within the positivist 
paradigm, is to study health in a population. Survey research aims to provide generalisable 
data for a large population in a systematic way, which is ideally done using randomised 
sampling techniques to assure representativeness (Neale, 2008). Study I was a cross-
sectional survey, conducted July 2013 to March 2014 in Merseyside, and September 2014 
to April 2015 in Örebro County. The study was designed to further add to the literature on 
alcohol use during pregnancy, with specific focus on i) differences in prevalence of 
prenatal use between two countries with different guidance on drinking during pregnancy, 
ii) the influence of partner drinking, and iii) whether the option of ‘special occasion’ 
drinking would fill a previous gap in the literature and provide further explanation of 
nuances of alcohol use during pregnancy. The study utilised a questionnaire developed for 
the purpose of the study. A self-completed questionnaire was chosen as the method for this 
study, as anonymity may encourage more accurate reporting of alcohol use. As stigma 
around prenatal alcohol use is a known issue (Room, 2005), this method was appropriate 
given the sensitivity of the topics included. Retrospective reporting was chosen for two 
reasons; i) the anticipated sensitivity of asking women about drinking whilst pregnant and 
ii) to enable comparison of drinking throughout the entire pregnancy. Initial scoping of the 
literature showed that retrospective reports had previously been used up to 13 months post-
birth, with accuracy similar to those reports taken during pregnancy (Alvik et al., 2006a). 
3.4.1 Aim and objectives  
 
The aim of this study was to investigate the prevalence of and factors associated with 
alcohol use during pregnancy among women in England and Sweden, and addressed 1–2 
of the overall research questions (see 3.2). The specific research question was:  
 
 What is the prevalence of retrospective self-reported alcohol use during pregnancy 








The specific objectives of this study were to: 
 
1. Estimate the prevalence of retrospectively reported alcohol use during pregnancy 
among women who had recently been pregnant; 
2. Examine factors associated with continued alcohol use during pregnancy, in 
particular the influence and significance of perceived alcohol consumption in the 
partner’s on women’s reported alcohol use during pregnancy; and 
3. Compare prevalence and associated factors in a sample of English and Swedish 
parents.  
3.4.2 Pilot study  
 
A pilot questionnaire was developed based on a scoping of the literature to capture seven 
areas, in addition to demographic information; i) pregnancy (such as number of times 
pregnant), ii) alcohol consumption before, during, and after pregnancy, iii) mental 
wellbeing and happiness, iv) information about alcohol, v) partner’s consumption before, 
during, and after pregnancy, vi) health behaviours during pregnancy (such as diet and 
smoking), and vii) attitudes and perceptions around lifestyle during pregnancy. The 
included questions were taken from previously used questionnaires, as well as developed 
specifically for the purpose of the current study (for details of included questions in the 
final version see section 3.4.4). All questions were discussed with the supervisory team.  
 
A pilot study was conducted in February 2013 to test the developed questionnaires. A 
convenience sample of 19 English and 19 Swedish parents (N=36) were recruited through 
informal networks. The questionnaire was translated into Swedish and back-translated (see 
section 3.6) to ensure accuracy of the included items. The questionnaires were tested 
through interview mode, where questions were read out to the respondent to allow for 
feedback on items that were unclear. Items that were not regarded as relevant were 
removed after the pilot study. For example, current alcohol consumption (post-pregnancy) 
was removed as the time since birth varied greatly among parents and was not directly 
related to the research question. General health and well-being questions were removed as 
they were not directly relevant to the research question. The remaining items however 





3.4.3 Sampling strategy 
 
The study employed two different recruitment strategies, which were a result of the 
opportunities provided in each country. As shown in Table 2 (section 3.3.3), recruitment of 
participants in England was more opportunistic than in Sweden. Merseyside has 26 Sure 
Start Children’s Centres (from here on referred to as ‘children’s centres’), which are local 
services for parents relating to, for example, health or parenting. Initially, all children’s 
centres in Merseyside were contacted with a request to participate in the study, to which 
only a few responded. The children’s centres either offered to distribute the questionnaires 
at organised activities for new parents at their premises, or invited me to their premises to 
distribute questionnaires myself. Due to difficulties with this recruitment method, an online 
version of the questionnaire was created and shared on social media (Facebook and Twitter, 
for example see Appendix A) and online forums, such as MumsNet, to increase number of 
respondents.  
 
In Örebro County collaboration with the regional child health care coordinator was 
established with help from the collaborating institution Örebro University. This allowed a 
more systematic approach, as all parents attending a five-month check-up were invited to 
take part in the study. The questionnaires were distributed by the child health nurses, who 
see babies several times within the first year post birth. As access was granted to distribute 
the questionnaires through all child health care centres from the head of child health care in 
the region, no online survey was created for the Swedish part of the study. Parents were 
invited to take part in the study over a six-month period.  
 
Sample size calculation  
The estimated sample needed in the two locations was 376 women in Merseyside (based 
on a 50% response rate; 5% margin of error; 95% CI; and the total 16,537 births/year) and 
344 women in Örebro County (based on a 50% response rate; 5% margin of error; 95% CI; 
and the total 3,208 births/year in Örebro County). The pilot study had indicated some 
difficulties in recruiting partners for the study, corresponding to 60% of the number of 
women who were recruited. Based on a figure of 60% and 50% response rate, ~6.5% 
margin of error, with a 95% CI meant that 222 partners were needed in Merseyside and 










Both parents were asked about their age, level of education, employment status, household 
income, and relationship status. These questions were included to assess relationships 
between socio-demographic factors and alcohol use during pregnancy. Due to the cross-
cultural nature of the study, ethnicity was excluded as a variable. National surveys in 
Sweden do not include ethnicity; the national survey on living conditions and public health 
instead includes the variable ‘country of origin’ (PHA, 2014b). Although the English 
version of the questionnaire included ethnicity as a standard socio-demographic question, 
as these items would not be comparable they were excluded from the analysis. Background 
data was also collected relating to parent experience (first-time parent or more than one 
child), time since birth, and whether the pregnancy was planned. Women were asked how 
many weeks pregnant they were at pregnancy recognition. Household income was 
collected in both samples but due to difficulties with accurately comparing wealth between 
the two countries household income was not included in any analyses.  
 
Pregnancy-related lifestyle changes  
Women were asked whether they had made any changes to their diet in regards to healthy 
eating, intake of supplements, and avoidance of certain foods. Women were subsequently 
asked about changes in lifestyle once they realised they were pregnant relating to smoking, 
illicit drug use, and alcohol consumption. All these questions were drawn from an 
unpublished maternal health survey designed by Centre for Public Health (Morleo, 
unpublished data).  
 
Alcohol consumption  
Participants were asked about frequency of drinking, with the options of ‘never’, ‘once per 
month or less’, ‘two to four times per month’, ‘two to three times per week’, or ‘daily or 
almost daily’. Participants were asked to provide number of drinks as defined in commonly 
used standard measures in the UK (Morleo, Cook & Bellis 2011) and Sweden (SNIPH, n.d) 
(Table 4). Each category of alcohol reported was converted into grams of pure alcohol by 
using each country’s definition of a standard drink (England 8g and Sweden 12g). Women 
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were asked about their consumption during four time periods; in the three months before 
finding out they were pregnant, first trimester, second trimester, and third trimester. 
Partners were asked about their consumption in the three months before they found out the 
woman was pregnant and while the woman was pregnant. The choice to only include the 
partner’s alcohol habits over the course of the entire pregnancy was a pragmatic decision 
to shorten the items for the partners and comparing the trimesters for women are of 
importance in relation to biological effects on the foetus. It was therefore regarded as 
beyond the scope of this study to elucidate detailed drinking data from the partner within 
each trimester.  
 
Table 4. Drinks measures included in the questionnaires, divided by country 
Beverage type Drink size, England Drink size, Sweden 
Wine Regular glass, 12% (175ml) 




Beer/lager/cider Can/bottle, 5% (330ml) 




Can/bottle, light/medium/strong (500ml) 
Alcopop Small bottle, 5% (275ml) 
Large bottle, 5% (750ml) 
Bottle, 5% (275ml) 
Spirits Shot, 40% (40ml) Shot, 40% (40ml) 







 ABV for wine as standard is 12–14% (SNIPH, n.d) and 13% was chosen as an average  
b
 Light beer approximately 2.2% ABV, medium beer 3.5% ABV, and strong beer 5.0% ABV 
c
 Calculated as one measure of 40ml spirits (8g alcohol) 
d
 60ml of spirits (SNIPH, n.d) 
 
In addition to typical drinking, participants were asked if they had consumed alcohol at any 
special occasions (e.g. wedding, funeral) during the given time period with the options yes 
or no, and the number of such occasions. Under-reporting is a consistent issue in alcohol 
research and previous research has indicated that using a different set of questions, asking 
more details around non-typical drinking, can produce more accurate data (Bellis et al., 
2015). In other populations the use of context-specific questions have been found to 
account for some of the difference observed in survey data as compared with alcohol sales 
data (Casswell et al., 2002; Morleo, Cook & Bellis, 2011). Most women who continue to 
drink report consuming small amounts of alcohol infrequently (Alvik et al., 2006; 
McAndrew et al., 2012; Skagerström et al., 2013), and considering the potential benefit 
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with accounting for under-reporting using context-specific questions, the study included 
the additional question of context specific drinking during pregnancy.  
 
Relationship satisfaction scale  
Participants were asked about the relationship with their partner, if they had one, including 
to happiness in relationship and experience of problems in the relationship with their 
partner. The relationship satisfaction scale is made up from three questions measured on a 
five point likert scale; ‘how happy are you in your relationship’, ‘how easy do you find it 
to talk about problems with your partner’, and ‘how often do you quarrel with your partner. 
The scale is a modified version of the Conflict Tactics Scale, which has been used in 
research on women’s health in relation to for example alcohol use and suicidal behaviour 
(Wilsnack et al., 2004), but also specifically in research on alcohol use during pregnancy 
and influence from the partner (Bakhireva et al., 2011).  
 
Information and advice 
Participants were asked what kind of information they had received in antenatal care on 
alcohol, smoking, illicit drug use, and nutrition. Subsequently, parents were also asked 
about what they were recommended in terms of alcohol use during pregnancy, to further 
investigate how the drinking guidelines were communicated in antenatal care. Parents were 
also asked whether their partner had been included in the discussion on alcohol use by 
being recommended to also abstain and whether they had obtained information about 
alcohol and pregnancy from sources other than antenatal care.  
 
Attitudes towards lifestyle during pregnancy 
Parents were asked a series of questions relating to their attitudes towards the four health 
behaviours (diet, smoking, alcohol, and illicit drugs) during pregnancy and their 
perceptions of risks. Attitudes were measured on a five-point likert scale ranging from 
‘strongly disagree’ to ‘strongly agree’. In relation to the attitude questions parents were 
also asked if they believed there to be a safe limit of alcohol consumption during 
pregnancy (‘yes’, ‘no’, or ‘I don’t know’). For the ‘yes’ response, a follow-up question 
was included of what amount they believed to be safe. Women were also asked about the 
reasons to why they changed their alcohol habits when they found out they were pregnant. 
This question were used in the 2010 IFS (McAndrew et al., 2012). Whilst previous 
research has used validated scales or measures from behavioural models such as Theory of 
Planned Behaviour (Duncan, Forbes-McKay & Henderson, 2012), the current study was 
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designed based on several behaviour change theories and models. As no there was no 
existing scale based on teachable moments, HBM, and the socioecological model of health, 
non-validated items were used for this part of the questionnaire.  
3.4.5 Validity and reliability 
 
In quantitative research an important aspect is the rigor of the measured variables, defined 
as validity and reliability. Bryman (2008) defined the concept of validity as whether a 
measure really captures what it is meant to measure. Reliability relates to whether there is 
consistency in the measure.  
 
The tool used in this quantitative study was a questionnaire developed through a 
combination of existing measures as well as items developed for the current study (see 
3.4.4). No testing of the validity and reliability of the included items in the current study 
was done. However, several included measures have previously tested for their validity 
and reliability. Furthermore, items were thoroughly discussed with the supervisory team 
and tested in the pilot study.  
 
The lack of validity and reliability testing is a limitation as the items used in the 
questionnaires may not have sufficient validity and reliability within the two different 
countries. Furthermore, the questionnaire was developed with assistance from the 
supervisory team, whom of several have expertise in conducting survey research, and 
members of the midwifery team at Liverpool John Moores University for specific input on 
the context of antenatal care. The pilot testing of the questionnaire (see 3.4.2) will have 
further improved the reliability. Nonetheless, the use of non-validated items for alcohol 
consumption as well as the section on attitudes towards drinking during pregnancy and 
alcohol advice has impact on the reliability (Bryman, 2008). Despite the pilot testing, 
which refined items in their appropriateness for the target population, this did not affect the 
issue with limited reliability from using non-validated items.   
 
Social desirability, where respondents answer in a way believed to be socially acceptable 
(Johnson & van De Vijver, 2003), is a common issue in survey designs, and self-reported 
alcohol consumption often underestimates actual consumption (Morleo, Cook & Bellis, 
2011). However, the level of under-reporting varies across the population (Livingston & 
Callinan, 2015). Underreporting of alcohol use during pregnancy has been demonstrated in 
studies using biomarkers (such as meconium) as a validation for self-reports. The use of 
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biomarkers in meconium has identified prenatal alcohol use about four times that of self-
reports (Lange et al., 2014). It is therefore likely that the study suffers from bias related to 
social desirability as underreporting is a recognised issue with pregnant women.  
 
External validity relates to the generalisability of the findings (Bryman, 2008) and the 
current study have several limitations that affects the external validity. First of all, the 
research was conducted in one Nordic and one Western European country. The 
generalisability to other countries within Europe or outside of Europe may be limited due 
to the specific drinking cultures and external factors (such as policy) that operates within 
these countries. Furthermore, the study excluded parents who did not have good command 
of English or Swedish. Alcohol use during pregnancy may differ among parents 
originating from cultures other than England or Sweden and the levels of drinking amongst 
the women included in the study may therefore have over or underestimated the true levels 
of drinking.  
3.4.6 Procedure and participants 
 
Participants in the study were women and partners of women who had given birth in the 
last 12 months. Further inclusion criteria included living in either Merseyside or Örebro 
County and good command of English or Swedish. All partners who took part in the 
survey were male.  
 
Merseyside 
In Merseyside, 142 parents completed the questionnaire, either in paper version or an 
online version. A total of 13 questionnaires were excluded due to; participant lived in an 
area other than Merseyside (n=8), participant was still pregnant (n=1), baby was older than 
12 months (n=4). This left a total sample of 129 parents for analysis (see table X for 
participant characteristics).  
 
The initial recruitment strategy aimed to get a representative sample from the Merseyside 
area, whereby all children’s centres in the county were approached and asked to support 
the study by either distributing questionnaires through activities or allowing researcher 
access to distribute questionnaires. This approach, rather going through the National 
Health Service (NHS) was a pragmatic decision in relation to time and resources, as a 
study using NHS patients would require additional ethical approval. In total, 15 children’s 
centres agreed to support the study, however only 2% of questionnaires that were sent out 
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to the centres for distribution by staff were returned. For questionnaires that were 
distributed in person in waiting rooms of children’s centres, 39% of approached parents 
returned a completed questionnaire either in person or by sending it through post at a later 
time. To complement the paper-based survey, due to low response rate and difficulties with 
engaging with a larger number of services, an online version was created, using Bristol 
Online Surveys (Bristol Online Surveys, n.d). The online version constituted the majority 
of the final number of completed surveys (61%). Recruitment and data collection was 
carried out between July 2013 and March 2014. 
 
Approval to collect data at the above mentioned services was obtained from coordinators at 
the individual children’s centres, forum administrators, and administrators of for example 
parent support groups on Facebook. Parents were approached on the basis that they had 
given birth in the last 12 months, or if their partner had given birth in that time period. 
Participants were provided brief information of the study either verbally or in conjunction 
with a link to the online survey. If participants expressed interest in taking part in the 
survey, or clicked on the link for the online survey, they were provided a participant 
information sheet (Appendix B), which outlined the details of the study, that their data 
would be kept confidential, and that they could withdraw their participation at any time. In 
the online survey participants were asked to provide a unique code (made up by their own 
and their partner’s initials and year of birth) and each paper copy of the survey had a 
unique code. Withdrawal from the study was therefore made possible if the participant 
provided their code, however no respondent withdrew their participation. A completed 
questionnaire was regarded as the participant having given consent to take part by 
submitting the survey. Data was collected from July 2013 to March 2014.  
 
Örebro County 
In Örebro County questionnaires were distributed through 25 of the 26 child health care 
centres, which are based within local GP practices. One centre was removed from the 
study as the children’s nurse was unable to distribute the questionnaires due to heavy 
workload. In total, 218 parents completed (see table X for participant characteristics) the 
questionnaire which corresponded to a response rate of 25.1%, ranging from 0% to 80% at 
individual clinics. No data were collected on the characteristics of non-responders. All 
parents who attended the child health care for their five-month routine check-up with the 
child health care nurse were approached and provided verbal brief information. Parents 
who indicated interest in taking part in the study were provided two participant information 
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sheets, two questionnaires, and two pre-stamped envelopes to send the survey back 
individually. The same principles regarding consent were followed as in Merseyside (see 
above). Recruitment and data collection was carried out from September 2014 to March 
2015. In Sweden a good collaboration was already established between the collaborating 
institution -Örebro University- and the regional child health care system. This facilitated 
setting up recruitment through the child healthcare centres with help from the regional 
head of child health care. Furthermore, the process for ethical approval from the regional 
ethical review board did not require additional approval. Given that this arrangement was 
possible, a Swedish online version was not created due to time limitations.  
 
Participants 
Descriptive statistics for the sample (N=347; median age: 32.0, 37% English, 63% 
Swedish) are presented in Table 5. For the 342 parents who provided their age, Mann 
Whitney U test indicated that there was no significant difference in age between English 
parents (Mdn=32.0) and Swedish parents (Mdn=32.0), U = 13089.50, z = -.064, p = .52. 
The relationship variable was divided into three categories; married, de facto (in a 
relationship but not married), and single/divorced/other. The majority of English parents 
were married (70%) which was significantly higher than among Swedish parents (46%), 
where more than half were living in de facto relationships (52%) which was higher than 
among English parents (26%), p < 0.001. Significantly more parents in the English sample 
were first-time parents (70%) compared to the Swedish sample (48%), p < 0.001.  
 
The majority of pregnancies in both samples were planned (82%). Education was 
dichotomised into less than university degree level and having a university degree 
(undergraduate or higher). There was no significant difference in the proportion with a 
university degree in England (63%) and Sweden (60%). There was no significant 
difference between proportion of parents who were in employment in the English (91%) 


















Gender     
Female 103 (80) 128 (59) 321 (67)  
Male 26 (20) 90 (41) 116 (33)  
Age, Mdn (min-max) 32.0 (21–54) 32.0 (21–52) 32.0 (21–54)
 
0.523 
<25 10 (8) 21 (10) 31 (9) 0.643 
26-35 94 (74) 149 (69) 243 (71)  
>36 23 (18) 45 (21) 68 (20)  
Missing 2 3 5  
Education   
 
0.582 
< University degree 46 (37) 86 (40) 132 (39)  
University degree 79 (63) 130 (60) 209 (61)  
Missing 4 2 6  
Relationship status   
 
<.001 
Married/Civil part.  88 (70) 100 (46) 188 (55)  
De facto relationship 33 (26) 112 (52) 145 (42)  
Single/Divorced/Other 5 (4) 5 (2) 10 (3)  
Missing 3 1 4  
First-time parent   
 
<.001 
Yes 90 (70) 102 (48) 192 (56)  
No 38 (30) 112 (52) 150 (44)  
Missing 1 4 5  
Employment status   
 
0.849 
In employment 116 (92) 201 (93) 317 (92)  
Student/unempl/other 10 (8) 16 (7) 26 (8)  
Missing 3 1 4  
Planned pregnancy   
 
0.961 
Yes 105 (82) 176 (82) 281 (82)  
No 23 (18) 38 (18) 61 (18)  
Missing 1 4 5  








Coding of consumption variables  
 
Heavy episodic drinking (HED) – intake of more than 60g at typical (Q9) or special drinking 
occasions (Q11) before pregnancy was coded as HED (=1), whereas consumption of less than 60g per 
drinking occasion was coded as not HED (=0).  
 
Any alcohol use before pregnancy – any alcohol consumption at typical (Q9) or special occasions 
(Q11)  before pregnancy was coded as any alcohol use before pregnancy (=1), whereas no drinking 
at either drinking occasion was coded as no alcohol use before pregnancy (=0).  
 
Any alcohol use before pregnancy – any alcohol consumption at typical (Q13, Q17, Q21) or special 
occasions (Q15, 19, Q23) before pregnancy was coded as any alcohol use before pregnancy (=1), 
whereas no drinking at either drinking occasion was coded as no alcohol use before pregnancy (=0).  
 
3.4.7 Data analysis 
 
All quantity measures of alcohol use were analysed as grams of pure alcohol, calculated 
from the defined standard drinks used in the questionnaire in each country (see Table 3, 
3.4.4). Variables of consumption that were of particular interest for the analyses were HED, 
any alcohol use before pregnancy, and any alcohol use during pregnancy. The construction 
from questionnaire items and coding of these three measures are described in Box 2. The 
HED definition of intake of 60g (equal to 7.5 UK units) in one occasion is used by WHO 
(see for example WHO, 2014a) and has been used in previous research on alcohol and 
pregnancy (Skagerström et al., 2013). This definition was used as a measure comparable 
between the two countries, as national drinking guidelines on daily or weekly limits differ. 
  
Box 2. Construction and coding of alcohol consumption variables 
 
Constructing the variable using reported intake on both typical and special occasions was 
based on the presumption that women may not report on drinking using the frequency 
question. This was confirmed as there were big discrepancies in frequency of alcohol use 
(see Table a, Appendix O) and the ‘any alcohol use’ variable. A detailed breakdown of 
women coded into this variable is outlined in Table b, Appendix O. This mapping exercise 
also generated an overall view of the trajectories of alcohol use during pregnancy (see 
Figure 13, section 4.3.1), to explore whether women drank at one or more stages of their 
pregnancy and at typical and/or special occasions. Whilst there are acknowledged 
limitations with using this variable, in relation to accurately describe alcohol use during 
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pregnancy (which may differ across trimesters), this was the most appropriate method to 
ensure that sufficient numbers were obtained to carry out further analyses. Furthermore, 
when comparing the variable for frequency of drinking during pregnancy, there were 
discrepancies in the number of women reporting drinking. The any use variable was 
deemed as more appropriate as the type of drinking occasions could be determined and 
mapped out over the three trimesters. 
 
Due to small numbers in many categories, variables were recoded into fewer response 
categories than in their original number of categories in the questionnaire (see Appendix C 
and D). This included relationship status (married, de facto relationship, other), education 
(less than university degree, university degree), and employment status (in employment, 
student/unemployed/other). Data was analysed using IBM SPSS Statistics 22. Frequency 
tables and descriptive statistics were computed to explore prevalence of alcohol use during 
pregnancy, as well as alcohol consumption prior to pregnancy.  
 
Differences between the two countries and drinking status during pregnancy were explored 
using X
2
 test and Fisher’s exact test (when any cells had expected frequency of n<5) for 
categorical variables. For continuous variables that had a non-normal distribution, Mann-
Whitney U test was used to explore the difference in medians between groups. For effect 
size of the Mann-Whitney U test, conversion of z-scores was calculated as recommended 
by Field (2009): 𝑟 =
𝑍
√𝑁
. For comparison of continuous variables before and during 
pregnancy, Wilcoxon signed-rank test was used as the data was non-normally distributed.  
 
Data was collected from both women and partners for the purpose of this study. Due to the 
small numbers of partners in the study and the number of partners who were actually 
matched with a woman, there were not sufficient data to explore partner’s influence on 
alcohol use through matched pair analyses, as intended. However, because the data had 
been collected it has been kept in the thesis. The data of the partners is presented in 
relation to their reports of the woman’s drinking during pregnancy, as a proxy measure to 
explore characteristics of partners who reported that the woman drank during pregnancy 
compared to those who did not.  
 
Logistic regression models were used to calculate the odds ratios (OR) and 95% 
confidence intervals (95%CI) for the associations between a number of demographic, 
lifestyle and advice variables and reported alcohol use during pregnancy.  Significantly 
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associated factors at the univariable level were included in a multivariable model and 
retained if the overall effect estimate did not change by more than 10%. Upon construction 
of the final model all individual variables that were not significant at the univariable level 
were entered into the model one-by-one to see if they were now significant.   
3.5 Qualitative phase  
 
In contrast to quantitative research, where the description of a phenomena is the focus, 
qualitative research aims to gain a deeper understanding of the interpretation and 
understanding of the phenomena and the social world (Bryman, 2008). The initial scoping 
of the literature on alcohol and pregnancy showed that few studies had explored these 
issues qualitatively and to date no studies have compared the practices and attitudes of 
drinking during pregnancy in two different countries. These two qualitative studies were 
conducted between October 2013 and October 2014 (Merseyside) and May-November 
2014 (Örebro County). These studies focused on gaining a better understanding of practice 
of alcohol use during pregnancy, as well as attitudes among parents and midwives.  
 
The epistemology that underpins qualitative research is how reality is constructed from 
individual experiences (Creswell, 2012) meaning there is no single reality but multiple 
realities are experienced by different people. For this topic, which is a sensitive issue to 
discuss, individual interviews were perceived more suitable for parents to feel able to 
discuss their experiences without potentially feeling unable to disclose alcohol use during 
pregnancy, which may occur in a focus group setting. Whilst interviews can be regarded as 
less appropriate than questionnaires for sensitive issues (Gill et al., 2008), given the limited 
knowledge of the phenomena a qualitative approach using interviews was suitable. By 
doing so, the research could capture aspects that questionnaires could not. The following 
sections present the design, approach, and methods used within Study II and Study III. 
This section concludes with an overview of the aspects of trustworthiness in qualitative 
research.  
3.5.1 Study II 
 
Aims and objectives 
The aim of this study was to explore the perceptions of alcohol use during pregnancy and 
alcohol advice in antenatal care among parents living in Merseyside, England and Örebro 
County, Sweden, and addressed number 3 of the overall research questions (see 3.2).  
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More specifically, the objectives were to: 
1. Understand how women and their partners alter their drinking habits in relation to 
pregnancy; 
2. Explore what influence the partner of the pregnant woman has on her drinking 
behaviour during pregnancy; 
3. Investigate attitudes towards drinking during pregnancy among parents who 
recently were pregnant; 
4. Explore parents’ experiences and perceptions of alcohol advice in antenatal care; 
and 
5. Compare attitudes, practices of alcohol use, and perceptions of advice during 
pregnancy in England and Sweden.  
Sampling strategies 
The procedure for data collection followed the same process as far as possible in the two 
countries. A range of approaches was used to recruit participants Facebook, informal 
networks, children’s centres (Merseyside), and child health care centres (Örebro County). 
Snowball sampling was also utilised as parents who took part in the study were asked to 
share the information about the study with parents in their peer group. For advertisement 
online, at children’s centres, and at GPs, I approached appropriate administrators and 
managers for permission any recruitment advertisement was posted. Advertisements 
(Merseyside example in Appendix E, same information was used in Örebro County) 
provided brief information about the study and contact details. Potential participants 
contacted the researcher and were provided a participant information sheet (Appendix F), 
which included the purpose of the study, procedure for participation, confidential 
management of the data, and that participation in the study could be withdrawn at any time. 
The study was conducted October 2013 to September 2014. 
 
Interview schedule 
The interview protocol (Appendix G and H) was developed based on existing literature on 
alcohol use during pregnancy. The areas of interest were mainly the parents’ practice of 
alcohol use during pregnancy, attitudes towards drinking alcohol during pregnancy, and 
provision of advice during antenatal care. The questions were piloted with supervisor (LP). 
As acknowledged by Burnard et al. (2008), topics arose during initial interviews that were 
probed further in subsequent interviews; an example was the perception of risks as well as 




In addition to these areas of interest the interview also included a discussion point around 
different types of health promotion material (Appendix M) on alcohol and pregnancy. The 
leaflets were from different countries and selected to reflect a variety of approaches. For 
example, one leaflet featured a foetus in a drinks glass, used in a wide reaching campaign 
in Italy (Bazzo et al., 2012). This fear appeal was contrasted against, for example, a 
Norwegian leaflet, which set out the risks with drinking during pregnancy and the potential 
social pressure that may be put on women to drink alcohol. Green and Thorogood (2014) 
noted that using visual prompts is an effective way of challenging participants’ views on 
the subject discussed. Attitudes towards alcohol use during pregnancy can be influenced by 
many different factors and using visual aids can challenge pre-existing knowledge or 
attitudes. Participants were either given paper copies of the pamphlets or provided an iPad, 
and looked through each of them in their own time with the only instruction to look at each 
of the pamphlets and provide their opinion of it. The interviews were semi-structured and 
interviewees were encouraged to talk freely around the questions the researcher asked, 
however the schedule was used to gain overall structure of the topics to cover.  
 
Procedures and participants  
Participants were recruited through children’s centres (England), GP surgeries (Sweden), 
and in both countries advertisements were placed on Facebook. Parents were eligible to 
participate in the study if they had an infant aged 18 months or less, were over 18 years of 
age, lived in the specified regions, and had good command of English or Swedish. 
Previous research has indicated that retrospective reports of alcohol use during pregnancy 
are accurate up to 13 months after giving birth (Alvik et al., 2006a), which justified using a 
parent sample rather than expectant parents. Furthermore, as women may have different 
attitudes towards alcohol use in the later stages (Loxton et al., 2013) it was desirable to 
allow participants to reflect on the entire pregnancy. Eighteen months was judged as an 
appropriate cut-off point as it would allow recruitment from a larger population and as 
focus was on perceptions rather than specific quantities of alcohol, recall bias was less of a 
concern.   
 
The sampling frame used initially resulted in a fairly homogenous sample in terms of 
education and age, so specific services were contacted towards the end of the study to try 
and recruit parents from more diverse backgrounds. Despite such efforts the final sample 
was overall homogenous. Upon agreement of the conditions specified in the participant 
information sheet, a time and place of convenience for the participant was decided. At the 
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time of the interview participants were asked to provide written consent to take part in the 
study (Appendix L). Participants chose the location for the interview to ensure their 
comfort, which was a particular concern as many had their children present, and an 
environment where the participant feels at ease can have a positive impact on the interview 
(Green & Thorogood, 2014). Interviews were conducted at a site of preference to the 
participants including their own home, at university premises or in two cases at a cafe. 
Interviews lasted between 15 and 50 minutes (mean time 34 minutes) and were conducted 
individually to avoid bias from the partner, however due to practical reasons two couples 
were interviewed together. All interviews were audio recorded. Participants were provided 
a £10 (or equivalent amount in SEK) shopping voucher for their participation.  
 
The final sample comprised of 44 parents; 22 in Merseyside and 22 in Örebro County. It 
proved difficult to recruit partners; the study only included four in Merseyside and six in 
Örebro County. The aim was to recruit a minimum of ten women and ten partners in each 
country. The small number of partners recruited is a limitation of the study (see further 
discussion in section 3.9). Partners were invited to take part in the study, but there was no 
requirement that both partners had to participate. Among the partners interviewed, one 
English partner and one Swedish partner took part in their study without their female 
partner. The sample of parents interviewed in Study II is presented in Table 6. In the 
Merseyside sample, parents were on average 32 years old. Most were married, had a 
university degree, and only had one child. In Örebro County, the average age of parent was 
















Table 6. Participant characteristics for Study II (N=44), n (%) 













Age (mean) 31.7 33.3 32.0 29.7 29.3 29.6 
24–30 7 (39) 1 (25) 7 (32) 11 (69) 4 (67) 15 (68) 
31–36 9 (50) 2 (50) 12 (54) 3 (19) 1 (17) 4 (18) 
37–40 2 (11) 1 (25) 3 (14) 2 (12) 1 (17) 3 (14) 
Marital status       
Married 12 (67) 4 (100) 16 (73) 5 (31) 2 (33) 7 (32) 
Cohabitating 5 (28) - 5 (23) 11 (69) 4 (67) 15 (68) 
Separated 1 (6) - 1 (5) - - - 
Education       
<University 
degree 
6 (33) 1 (25) 7 (32) 3 (19) 3 (50) 6 (27) 
University degree 12 (67) 3 (75) 15 (68) 13 (81) 3 (50) 16 (73) 
Number of children       
One 13 (72) 2 (50) 15 (68) 6 (37) 3 (50) 9 (41) 
Two 5 (28) 2 (50) 7 (32) 10 (63) 3 (50) 13 (59) 
Due to rounding the percentages may not equal 100% 
 
Data analysis  
All interviews were audio recorded with permission from the participants and transcribed 
interview verbatim. The Swedish interviews were transcribed in Swedish and translated as 
closely to the original transcript as possible (see section 3.7 on translation). Transcripts 
were read through to gain an overall understanding of the narrative for each participant 
before coding was initiated. Data were analysed using NVivo10 (QSR International Pty 
Ltd, 2012) for initial coding of transcripts and organisation of subthemes and main themes. 
The analysis adopted an inductive approach, where codes and themes were data-driven, as 
referred to by Braun and Clarke (2006).  
 
All transcripts were coded initially through open coding, creating a large amount of 
individual codes. In a later step these codes were reviewed to merge similar codes and 
subsequently codes were collected in subthemes and main themes. This process of 
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refinement of themes was an iterative process as revision of initial interviews was 
necessary as new data was added following new interviews.  
 
As a structured and systematic way to guide the data analysis thematic networks were 
created to assist the interpretation and exploration of the data (Attride-Stirling, 2001). 
Figure 8 shows the themes identified in Study II. The coding and thematic analysis of the 
data was done by me and the coding framework was discussed at several points in time 
with supervisor (LP) to ensure consistent application throughout the data. This type of 
verification of the coding process improves the reliability of the qualitative analysis of the 
data (Green & Thorogood, 2014). The final refinement of codes into themes resulted in 
four main themes under the global theme ‘conceptualisation of prenatal alcohol use’. These 
four main themes included twelve sub-themes. Each main theme is described in detail in 
Chapter 5. Thematic saturation was considered achieved as no new codes or themes 
emerged in the data after approximately ten interviews in each sample.  
 
Figure 7. Thematic network map of emerging themes in Study II 
The quotes presented in Chapter 5 and Chapter 6 are presented as indented and italicised, 




“[…] “ – text has been removed from the quote or indicates an inaudible section  
“…” – participant paused as they were talking 
“[laughter/laughing]” – participant laughed 
3.5.2 Study III 
 
Aims and objectives 
The aim of this study was to explore midwives’ experiences of working with prevention of 
alcohol use during pregnancy in antenatal care and their perceptions of national guidelines 
and available resources for prevention, and addressed 4–5 of the overall research questions 
(see 3.2). The specific objectives were to: 
 
1. Investigate midwives’ perceptions of alcohol use among pregnant women; 
2. Explore how midwives approach the subject of alcohol use with pregnant women 
in antenatal care; 
3. Examine the extent to which midwives include the pregnant woman’s partner in the 
discussions around alcohol; 
4. Explore midwives’ attitudes towards national guidelines on alcohol use during 
pregnancy; and 
5. Contrast similarities and differences of alcohol prevention between English and 
Swedish antenatal care.  
Sampling strategies 
A recruitment letter (Appendix I) was disseminated to midwives working at a major 
maternal health service in Merseyside and the regional maternal health care in Örebro 
County. Managers at the two sites sent out an email to midwives working in the area with 
the information and contact details to the researcher if they wanted to take part in the study. 
A recruitment letter was also published in the maternity service newsletter in the English 
study site. Midwives who contacted the researcher were provided a participant information 
sheet (Appendix J) and arrangements for the interview was arranged to suit the participant. 
In addition, I also visited the maternity services in Merseyside and midwives who were off 
call could take part in the study on those days.  
 
Interview schedule  
The interview schedule (Appendix K) was developed based on existing literature and 
focused on midwives’ practices around alcohol prevention in antenatal care. The main 
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focus was to explore how midwives felt about talking to pregnant women about alcohol, 
whether the partner is involved in such a discussion, and how they perceived the advice is 
best provided. Midwives in both countries were asked about the NICE guidelines endorsed 
in England, which suggested women should avoid alcohol but could consume smaller 
amount after the first trimester. Similar to the parent interviews, midwives were also 
provided a variety of visual aids in the form of leaflets from different countries (Appendix 
M) for discussion around provision of advice and different approaches to inform pregnant 
women about the risks with drinking alcohol. These were the same pamphlets that were 
used for the parents in Study II. No pilot interview was conducted, but the questions were 
discussed in detail with supervisor (LP) before interviews commenced.  
 
Procedures and participants  
Sixteen midwives working in Merseyside (n=7) and Örebro County (n=9) were 
interviewed between October and November 2014. The interviews included midwives who 
provided lifestyle advice, including alcohol, to pregnant women in various capacities. 
However due to differences in the health care system in England and Sweden the roles of 
the midwives were slightly different. Among the English midwives, some were hospital 
based whereas others worked as community midwives. In Sweden all midwives were 
based within GPs, where women go for antenatal and pre-conception care. Each interview 
was conducted by me and all interviews were individual.  
 
The majority of interviews were conducted at the place of work of the participants; 
however one interview was conducted at university premises and one in the participant’s 
home. Before each interview commenced the participant was reminded about the purpose 
of the study, that participation was voluntary, and that they could withdraw their 
participation at any time. Written consent was obtained for all participants (Appendix L). 
All interviews were audio recorded and lasted between 30 and 60 minutes (average time 49 
minutes). All midwives were provided a £10 (or equivalent amount in SEK) voucher for 
their participation. Sixteen midwives expressed interest and agreed to take part in the study, 
seven in Merseyside and nine in Örebro County. In both countries the midwives were on 
average 48 years of age. In Merseyside the average years of experience were 14.1 in 






Table 7. Participant characteristics for Study III (N=16), n (%) 
 England (n=7) Sweden (n=9) Total (N=16) 
Age (mean) 47.6 48.0 47.8 
<35 years 1 (14) 3 (33) 4 (25) 
36–45 2 (29) 1 (11) 3 (19) 
46–55 2 (29) 2 (22) 4 (25) 
>56 2 (29) 3 (33) 5 (31) 
Years of experience (mean) 14.1 16.6 15.5 
<5 1 (14) 2 (22) 3 (19) 
6–15 4 (57) 2 (22) 6 (38) 
16–25 – 3 (33) 3 (19) 
>26 2 (29) 2 (22) 4 (25) 
 
Data analysis  
The interviews with midwives took place after the interviews conducted in Study II and the 
analytical process was underpinned by ideas emerging from the interviews with parents. 
However, I also focused on exploring concepts that were not mentioned by parents. The 
analysis was therefore done in a combination of inductive and deductive coding. Data was 
analysed using NVivo version 10 (QSR International Pty Ltd, 2012) for initial open coding 
of the transcripts and subsequently used to create and organise emerging themes. Data was 
analysed using thematic analysis (Green and Thorogood, 2014) in six steps as described by 
Braun and Clarke (2006). The emerging themes from Study II, for example that midwives 
tailor their advice and guidance to the individual, served as a tool for the researcher to look 
further in the data for commonalities in accounts, however without prescribing any pre-
determined themes for exploration. Figure 9 shows the emerging themes from Study III. 
Refinement of codes into themes followed the same procedure as in Study II. The global 
theme ‘preventing alcohol use during pregnancy’ included four main themes, with twelve 
subthemes. These are described in more detail along with excerpts from midwives in 


























3.5.3 Trustworthiness  
 
In quantitative research, reliability and validity are important concepts to ensure rigor of 
the findings and its generalisability. These concepts do not however apply to qualitative 
research, and researchers such as Guba (1981) introduced concepts that can be used to 
assess the trustworthiness in qualitative research, which have been further expanded on in 
more recent work (Krefting, 1991; Shenton, 2004). Guba (1981) specified four aspects of 
trustworthiness; truth value, applicability, consistency, and neutrality. Later work has 
framed these to fit qualitative research as credibility, transferability, dependability, and 
confirmability (Krefting, 1991; Shenton, 2004). Credibility relates to how well the findings 
reflect reality, and according to Kreftling (1991) the focus is on illuminating any 






Having strategies for ensuring the validity and reliability of qualitative research findings is 
important, yet these concepts do not apply to qualitative research. While generelisability of 
findings to a larger population is neither possible or the aim of qualitative research, 
consistency is a concept that addresses issues of the wider applicability of the findings. 
Consistency, reliability in quantitative terms, relies on exploring individual experiences 
rather than ‘average experiences’. Kreftling (1991) emphasised that for this reason, 
deviating experiences (outliers in quantitative research) are important to present. An honest 
representation of the data therefore means to not only look for common experiences but 
also ‘outliers’. Alongside aspects such as the applicability of the findings in other contexts, 
one of the obvious differences between quantitative and qualitative research is neutrality 
(Krefting, 1991). Less distance between the researcher and the data, through interaction 
and understanding of the participant, was an important part of this part of the current 
research.  
 
As a reflection on aspects of trustworthiness of the research, table 8 summarises four 
strategies for ensuring trustworthiness in qualitative research, based on Guba (1981) and 






















Table 8. Strategies to ensure trustworthiness in qualitative research (Guba, 1981) 
 
3.6 Translation of research tools and results  
 
A specific issue in cross-cultural research is the issue of translation and conducting the 
research in different languages. In this research I have had the advantage of being a 
bilingual researcher, fluent in both English and Swedish (native speaker). I was therefore 
Strategy Criteria 
Credibility Reflexivity: Field notes were taken for each interview and a research diary was kept 
throughout to guide the analysis as a later stage. This also included reflecting upon 
my own background (young woman with no children) in relation to the participants 
that I interviewed 
Interview technique: Interviews were conducted in a semi-structured format and 
prompts were used to re-phrase questions and also ask about other’s experience to 
contextualise the participant’s own experiences (e.g. “I always ask all pregnant 
women about alcohol, but other midwives don’t”) 
Peer examination: Discussions and reflections on the process were held throughout 
the studies with a supervisor who specialises in qualitative research methods. This 
also included the development of codes and themes, as a way of addressing accurate 
interpretation of the data 
Transferability Comparison of sample to demographic data: Early on in the research, it was noted 
that participants were all in their late twenties or in their thirties, and may therefore 
not represent the experiences of parents of younger (or older) age. The recruitment 
process attempted to address this by supplementing recruitment from e.g. children’s 
centres with more targeted services (for young/teenage parents and smoking 
cessation) 
Dense description: Each step of the process was clearly outlined which allowed for 
transferability, which Kreftling notes happens when the data are used in another 
context but for the data to be transferable the researcher must provide a 
comprehensive and transparent description of the context. Conducting research in 
two countries meant that comparisons of the same phenomena in two different 
contexts allowed for exploring whether findings may be transferable.  
Dependability Peer examination: As mentioned above, the data collection and analysis process 
was reviewed by a supervisor who is a qualitative researcher. Ongoing discussions 
facilitated continued improvement throughout the studies. 
Confirmability Reflexivity: The reflective process of the interviews was an important strategy to 
ensure confirmability. One of the main conclusions from this mainly relied on my 
own position as a young woman without any children. In regards to distance, and 
neutrality, this allowed me to approach each participant with no pre-determined 
lived experiences. In the interview situation, this meant parents (and to some extent 
midwives) ‘educated’ me on this. As a researcher, I could analyse the data and with 
less subjective bias in their experiences. This allowed me to be more distanced from 
the data than I might have been if I had shared their experiences and had a more 
distinct position on the subject.  
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able to plan and conduct the research without any need for assistance with translation; 
however some strategies were adopted to ensure consistency and validity in the translated 
material.  
 
All documents for the research (research proposal, ethics application, data collection tools) 
were initially developed in English and subsequently translated into Swedish once 
collaboration had been set up with the collaborating institution Örebro University. While it 
is important to acknowledge translation issues in quantitative research (such as ensuring 
applicability of concepts in another language, as well as comparability), there are specific 
issues relating to qualitative research. For example, van Nes et al. (2010) and Green and 
Thorogood (2014) noted that translation in qualitative research is complex, as the focus is 
on participants’ accounts and interpretation of a phenomena. Researchers therefore have to 
be attentive to situations such as where figure of speech, such as metaphors, or non-
translatable concepts (that are culture specific) are used. The researcher’s role is therefore 
to ensure that concepts are presented in a way that makes sense in that specific context. 
Green and Thorogood (2014) refer to this as the researcher not only being bi-lingual but 
also “bi-cultural” to interpret the spoken word in the cultural context in which they occur.  
 
As I am Swedish myself, and a native speaker, the interviews were conducted with these 
aspects in mind. To ensure validity in the translations, the questionnaires used in the 
survey and the interview schedules used for the semi-structured interviews in study II and 
III were subject to back-translation. Back-translation is a method of validating translated 
materials to ensure that they can be understood by the targeted audience and that culture-
specific items have been considered (Cha et al., 2007; Del Greco et al., 1987). Figure 9 
shows the process of back-translation of documents, from the original into translated 































For Study I, the questionnaires were back translated by two independent reviewers, who 
were both native in Swedish and fluent in English. The reviewers translated the research 
tools back to English, which was subsequently compared to the original document to 
identify any discrepancies. Overall, only minor discrepancies were identified in a few 
documents which related to choice of words, but did not change the meaning. The 
translations were therefore considered to be accurate. Following amendments of the few 
identified, the final Swedish versions were checked by the Swedish co-supervisor (CE). 
The questionnaires were translated by two reviewers and all other documents, including a 
shorter sample from two interviews, were only translated by one reviewer. The interview 
guides for Study II and Study III were not subject for back-translation, but were reviewed 
by supervisor (CE) to ensure that the wording was appropriately translated. 
 
Translation of qualitative findings developed throughout the analytical process as a result 
of reflection on my own interpretation and understanding of the data. For Study II, I 
translated all transcripts into Swedish, with back-translation verification from one reviewer 
(same as for Study I) who reviewed two pages of transcribed data from two separate 


























































However, it has been suggested that translation may lose part of the meaning of the data 
(Temple & Young, 2004), and my own perception of this process was that it was difficult 
to get a feeling for the meaning of specific narratives when they had been translated to 
English. This mainly related to issues with ‘hearing the participant’, that is remembering 
the tone of their voice and choice of words. For this reason, I decided to not translate the 
transcripts from Study III, but instead analysed each interview in the original language. 
This allowed me to ‘hear’ the participant throughout the analysis, and I then only translated 
relevant excerpts from that interview to present representative quotes. Acknowledging the 
challenges of translating qualitative research, it should be noted that the differences in 
analytical approach and translation in Study II and Study III may have had impact on the 
level of interpretation.  
3.7 Ethics 
 
Ethical approval was obtained for all parts of the research from Liverpool John Moores 
University in England (13/HEA/078 and 14/EHC/027), Uppsala Ethical Review Board in 
Sweden (2014/132), and the local maternity services in England (RE:033) (Appendix N). 
No additional ethical approval was needed for data collection in child health care or 
antenatal care services in Sweden; these were covered under the full ethical application to 
Uppsala Ethical Review Board.  
 
In Study I, respondents of the survey were provided written information about the purpose 
of the study, that their participation was voluntary, that their data would be treated 
confidentially, and that they could withdraw from the study at any time. Brief verbal 
information was provided to potential participants when they were approach either by me 
or by staff. The staff was informed to highlight the information from the participant 
information sheet when approaching parents and encourage them to read the written 
information carefully before deciding about taking part. In the information provided local 
alcohol services were listed in the event that experienced distress following the survey or 
had additional questions regarding their alcohol use. In addition, respondents were also 
advised to contact their GP if they had concerns. A completed and returned questionnaire 
was considered as consent to participate in the study. For the online version, respondents 
had to consent to move on to the first question.  
 
In Study II, participants were provided brief information about the study and after seeing 
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the information interested participants contacted me for further information. All 
participants were provided with a participant information sheet outlining the purpose of the 
study and procedure before the interview and were given the opportunity to ask questions. 
Furthermore, all participants were informed that they could stop the interview at any time; 
that they could withdraw from the study at any time; and were ensured their accounts 
would be kept confidential. It was considered that discussing alcohol use during pregnancy, 
or other related topics that may have emerged within the interviews, could cause distress 
with some participants. Participants provided written consent to confirm that they 
understood the circumstances of the study (Appendix L). All interviews were coded and 
identifiable data were removed from the transcripts.  
 
In Study II, and Study III, several measures were taken to ensure confidentiality of the 
participants. As only a small number of midwives were interviewed, no identifiable data 
such as age or years of experience was presented with verbatim quotes. Participants were 
able to choose the location for the interview to ensure they had the necessary privacy. The 
participants were informed both in writing and verbally that their participation was 
voluntary and that they could withdraw from the study at any point. Written consent was 
obtained from all participants (Appendix L), in which midwives confirmed they agreed 
with the conditions of the study and that they had been provided sufficient information.  
All collected data from Study I-III were stored on a password protected server.   
3.8 Limitations 
 
While this research contributes to the literature on alcohol use during pregnancy with a 
novel comparative approach, the study has several limitations. Firstly, the recruitment 
strategies chosen were opportunistic and pragmatic in nature, which resulted in a 
somewhat homogenous sample of parents who were on average 30 years or older, whose 
experiences may not represent those of younger parents. Due to the pragmatic nature of the 
recruitment and data collection in the survey, there may be limitations to how comparative 
the results are. The less structured approach in England introduces selection bias in the 
results as the Swedish survey was distributed to all parents attending child health care. 
Furthermore, social desirability is a known difficulty in research on topics such as alcohol  
(Johnson and van De Vijver, 2003) and specifically during pregnancy where women may 
not report drinking due to stigma. For the same reason, women may have underreported 
their alcohol consumption but it is also plausible that recall bias may have had further 
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impact on the results as post-pregnancy reporting was chosen. Finally, this research was 
conducted in two smaller regions of England and Sweden and may not be representative of 
the whole population or in other countries.  
3.9 Chapter summary 
 
This chapter provided an overview of the underpinning paradigm for the methodology 
chosen for the research, and in detail outlined the mixed methods parallel convergent 
design. The three studies were outlined; a cross-sectional survey, an interview study with 
parents, and an interview study with midwives. The specific aspect of cross-cultural 
research was also discussed and how rigor was achieved in the translation of the research 
tools. The sample was made up of 347 parents in Study I, 44 parents in the Study II, and 16 
midwives in Study III. Several strategies were employed to ensure rigor (validity and 
reliability in the quantitative phase and trustworthiness in the qualitative phase). The 
overall methods of the three studies were described, including the context of the study sites 
where the data was collected. Finally, the chapter discussed the ethical implications of 
conducting the research and what steps were taken to ensure the safety of the participants. 
The chapter concluded with an overview of the limitations of the study. The next chapters 
present the findings from the three studies, presented individually for Study I (Chapter 4), 
Study II (Chapter 5), and Study III (Chapter 6), and concludes with the mixed methods 









Chapter 4: A cross-sectional survey of the prevalence and 
factors associated with alcohol use during pregnancy 
4.1 Introduction  
 
In this chapter I present the results from a survey of retrospectively, self-reported alcohol 
use during pregnancy among parents in Merseyside, England and Örebro County, Sweden 
using. This study aimed to further explore gaps in the research concerning prevalence, 
pattern of drinking during pregnancy, and influence of partner’s drinking. Despite great 
differences in reported prenatal alcohol use between countries, existing research has thus 
far thus not explored these differences in greater detail. Whilst international comparisons 
have been undertaken between English speaking countries (O’Keeffe et al., 2015), little is 
known about how prevalence of alcohol use during pregnancy differs between European 
countries with different drinking patterns and alcohol policies (WHO, 2013a). The current 
study utilised retrospective recall of alcohol use throughout the whole pregnancy, and also 
included measures on partner’s drinking and relationship satisfaction along with other 
possible associated factors.  
4.2 Aim and objectives 
 
The aim of this study was to investigate the prevalence of and factors associated with 
alcohol use during pregnancy among women in England and Sweden, and addressed 1–2 
of the overall research questions (see 3.2). The research question was:  
 
 What is the prevalence of retrospective self-reported alcohol use during pregnancy 
in England and Sweden and what factors are associated with continued use? 
The specific objectives of this study were to: 
 
1. Estimate the prevalence of retrospectively reported alcohol use during pregnancy 
among women who had recently been pregnant; 
2. Examine factors associated with continued alcohol use during pregnancy, in 
particular the influence and significance of perceived alcohol consumption in the 
partner’s on women’s reported alcohol use during pregnancy; and 




4.3 Results  
4.3.1 Sample characteristics 
 
A total of 231 women provided responses to the questionnaire and were included in the 
final sample. Table 9 shows that the median age was 31 years; the majority had at least an 
undergraduate degree, were in employment, and had planned the most recent pregnancy. A 
significantly higher proportion of English women were married and first-time parents, 
compared to Swedish women. Before women found out they were pregnant, the majority 
















31.1 (21–50) 0.48 
<25 10 (10) 16 (13) 26 (11) 0.79 
26-35 77 (76) 92 (73) 169 (74)  
>36 15 (15) 18 (14) 33 (15)  




Less than university degree 35 (35) 42 (33) 77 (34)  
University degree 64 (65) 85 (67) 149 (66)  
Missing 3 1 4  
Relationship status 
  
 < 0.001 
Married/Civil partnership  68 (68) 55 (43) 123 (54)  
De facto relationship 27 (27) 72 (54) 95 (42)  
Single/Divorced/Other 5 (5) 4 (3) 9 (4)  




Yes 82 (71) 59 (48) 131 (58)  
No 30 (29) 65 (52) 95 (42)  




In employment 90 (90) 118 (93) 208 (92)  
Student/unemployed/other 10 (10) 9 (7) 19 (8)  
Missing 3 4 7  
Planned pregnancy 
 
  0.76 
Yes 84 (83) 104 (84) 188 (83)  
No 18 (18) 20 (16) 38 (17)  
Missing 1 3 4  
Drank before pregnancy
a
     0.71 
Yes 92 (91) 112 (90) 204 (90)  
No 9 (9) 13 (10) 22 (10)  
Missing 2 3   
The presented percentages are non-missing proportions, 
a 
Any alcohol use (see section 3.4.7) 
 
From this point on, all analyses are based on the outcome variable of any alcohol use 
during pregnancy (see definition and construction of variable in 3.4.7) and women who 
abstained. Data was available for 226 women, as data was missing for five women who 
were excluded from the analysis. A total of 48 women (21%) reported any drinking during 
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pregnancy whereas 178 reported no drinking (79%). This was significantly higher among 
English women (44%) than Swedish women (4%) (X
2
(1) = 53.01, p < 0.001) (Table 10).  










Any alcohol 43 (44) 5 (4) 48 (21) < 0.001 
Abstained 55 (56) 123 (96) 178 (79)  
Missing 5 0 5  
The presented percentages are non-missing proportions 
 
Looking closer at the women who reported any use during pregnancy the following can be 
said; the most common way of drinking was in the third trimester only (25%), in the 
second and third trimester (23%) and in all three trimester (19%). A smaller proportion of 
women drank in the first trimester only (15%), second trimester only (13%), first and 
second trimester (4%), or in the first and third trimester (2%). The trajectories of drinking, 
including drinking occasion, are shown in Figure 13. It can from this figure be concluded 
that there was not one single typical trajectory for women who continued to drink. The 
numbers for these variables were too small to do any comparisons between groups, 
particularly since only five Swedish women reported any use during pregnancy according 
to this variable. It is however notable that 60% (n=29) of women abstained in the first 
trimester, but drank in the later part of pregnancy (second, third, or second and third 
trimester). Among the women who consumed any alcohol during pregnancy, the majority 
reported consuming less than 25g per occasion, equal to approximately three UK units 















Figure 10. Drinking trajectories throughout pregnancy, according to trimester and 
drinking occasion 
 
*Drinking occasions differed in different trimesters in regards to whether women drank only 
on typical or special occasions, or at both ** Data missing on amount at special occasions 
(ticked ‘yes’ but provided no amount) but reported amount for typical occasion, whereby the 
















First trimester only  
7 (15%) 
Typical occasions only = 2 
Special occasions only = 4 
Both = 1 
Second trimester only 
6 (13%) 
Typical occasions only =2 
Special occasions only = 3 
Both = 1 
Third trimester only 
12 (25%) 
Typical occasions only = 4 
Special occasions only = 5 
Both = 5 
Missing**= 1  
First and second 
trimester  
2 (4%) 
Different* = 2 
Second and third 
trimester  
11 (19%) 
Typical occasions only = 2 
Special occasions only = 1 
Both = 2 
Different* = 6 
First and third 
trimester 
1 (2%) 
Different* = 1 
All trimesters 
9 (19%) 
Special cocasions only = 3 
Both = 1  

















4.3.2 Women’s alcohol use before pregnancy 
 
The first comparison between the any alcohol and abstainer groups was on alcohol 
consumption measures before pregnancy. Figure 14 shows frequency of women’s drinking 
before pregnancy, by drinking status during pregnancy. In the three months before 
pregnancy a minority (13%) of all women reported never consuming alcohol. The majority 
(42%) drank two to four times per month, a third drank once per month or less (34%), and 
around a tenth of all women drank twice per week or more often (12%). Chi square test 
showed that women who reported any use drank significantly more frequently before 
pregnancy than women who abstained. More women who had consumed any alcohol 
reported drinking 2–4 times per week (56%) than abstainers (38%), as well as twice per 
week or more (29% and 7%, respectively), p < 0.001 (Figure 11).  
Figure 11. Women’s frequency of drinking before pregnancy, by drinking status 
(X
2
(3) = 34.43, p < 0.001) 
 
In addition to frequency, comparisons of amount consumed at drinking occasions before 
pregnancy showed that women who reported any alcohol use drank significantly more per 
occasion before pregnancy. For the 192 women that data was available on amount 
consumed per typical occasion and drinking status during pregnancy, women who reported 
any use (MdnAny = 53.88) drank approximately 20g more than women who reported no use 
during pregnancy (MdnNone = 32.95), which was a significant difference, U = 2341.5, z = -
3.35, p = 0.001, r = -0.25). Similarly, on special occasions data was available for 149 
women, where women who reported any use (MdnAny=78.80) consumed approximately 
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30g more per special occasion before pregnancy than women who reported no alcohol 
during pregnancy (MdnNone = 57.90), U = 1507, z = -3.12, p = 0.002, r = -0.026. As evident, 
whilst these differences were significant, the effect sizes were under the threshold for 
medium effect size of 0.3 (Field, 2009).  
4.3.3 Demographic characteristics 
 
The next step of the analysis included exploring differences in demographic characteristics 
between women who reported any use and women who reported complete abstinence.  
Age 
The median age between women who reported any alcohol use was not significantly 
different to the median age of abstainers (MdnAny=32 and MdnNone = 31, respectively), U = 
3653, z = -1.23, p = 0.217, r= -0.08. Data was missing for 3 women on this variable.  
Education 
Level of education did not significantly differ between women who reported any alcohol 
use and those who abstained; Chi square test showed that proportion of having a university 
degree was 72% and 63%, respectively (X
2
(1) = 1.11, p = 0.29). Responses were missing 
for 5 women on this variable.  
Relationship status  
Women who reported any alcohol use during pregnancy were significantly more likely to 
be married, compared to abstainers; 70% and 49%, respectively (X
2
(2) = 6.31, p < 0.05, 
Fisher’s exact test). Data was missing for 4 women on this variable.  
First-time parent 
Significantly more women who were first time parents reported any alcohol use during 
pregnancy, compared to women who abstained; 73% and 53%, respectively (X
2
(1) = 3.33, 
p < 0.05). Data was missing for 5 women on this variable.  
Employment 
The vast majority of all women were in employment, and there was no significant 
difference between any alcohol use and abstinence on this variable; 98% and 90%, 
respectively (X
2
(1) = 3.02, p = 0.13, Fisher’s exact test). Data was missing for 4 women on 






Among women who had consumed any alcohol during pregnancy, as well as women who 
abstained, 83% reported that their most recent pregnancy had been planned (X
2
(1) = 0.12, p 
= 0.91). Data was missing for 5 women on this variable.  
4.3.4 Advice and attitudes towards drinking 
Two questions were of particular interest regarding differences between women who 
reported that they had consumed any alcohol and those who abstained; advice about 
drinking less alcohol, advice to completely abstain, and recommendation that small 
amounts were acceptable. These were multiple choice questions, so women could indicated 
more than one option. Table 11 shows that there was no significant difference in 
abstinence advice between women who drank any alcohol and those who abstained. 
However, more women who reported any alcohol use had been advised to drink less and 
that small amounts were acceptable compared to abstainers.  
Table 11. Advice regarding alcohol use during pregnancy by drinking status, n (%) 









Advised to abstain 36 (75) 122 (69) 158 (71) 0.44 
Missing 0 2 2  
Advised to drink less 17 (36) 16 (9) 33 (15) < 0.001 
Missing  1 2 3  
Advised small amounts were okay 14 (29) 11 (6) 25 (11) < 0.001 
Missing 0 2 2  
The presented percentages are non-missing proportions 
Another important question, which was also a multiple choice question, to compare 
differences between the two groups was the reason for changing drinking habits. Overall, 
98% of women reported that their baby’s health was the reason why they had changed their 
drinking habits, with no significant difference between women who reported any use (94%) 
and women who abstained (99%), (X
2
(1) = 4.55, p = 0.92, Fisher’s exact test). In contrast, 
23% of women who consumed any alcohol reported that they had changed their drinking 
habits because alcohol made them feel sick, compared to 5% among abstainers (X
2
(1) = 
9.66, p = 0.006, Fisher’s exact test). Women were also asked whether they believed that 
there is a safe limit of drinking during pregnancy. Table 12 shows that significantly more 
women who drank any alcohol during pregnancy believed that there was a safe limit, 
compared to women who abstained.  
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Yes 21 (45) 23 (13) 44 (20) < 0.001 
No 20 (43) 129 (73) 149 (67)  
Don't know 6 (13) 25 (14) 31 (14)  
Missing 1 1 2  
The presented percentages are non-missing proportions 
 
Finally, women were asked four attitude questions relating to alcohol. Table 13 shows that 
women who had consumed any alcohol during pregnancy were more likely to agree that 
advice is unclear, disagree that alcohol use always presents a risk, agree with that small 
amounts may not be harmful, and agree with avoiding alcohol only in the first trimester.   









"Advice about alcohol is unclear"    0.018 
Strongly agree/agree 18 (39) 34 (20) 52 (24)  
Don't know 4 (9) 26 (15) 30 (14)  
Strongly disagree/disagree 24 (52) 114 (66) 138 (63)  
Missing 2 4 6  
"Drinking alcohol is always a risk to the 
baby 
   < 0.001 
Strongly agree/agree 26 (54)  153 (87) 179 (80)  
Don't know 14 (29 16 (9) 30 (13)  
Strongly disagree/disagree 8 (17) 7 (4) 15 (7)  
Missing 0 2 2  
"If a woman feels good by having just one 
glass of wine it is not harmful" 
   < 0.001 
Strongly agree/agree 20 (42) 24 (14) 44 (20)  
Don't know 13 (27) 28 (16) 41 (18)  
Strongly disagree/disagree 15 (31) 124 (71) 139 (62)  
Missing 0 2 2  
"Drinking should only be avoided in the 
first 12 weeks"    
 0.005 
Strongly agree/agree 8  (17) 17 (10) 25 (11)  
Don't know 9 (19) 10 (6) 19 (9)  
Strongly disagree/disagree 31 (65) 148 (85) 179 (80)  
Missing 0 3 3  
The presented percentages are non-missing proportions 
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4.3.5 Relationship satisfaction and partner drinking 
 
Relationship satisfaction was used to explore whether women there was a difference in 
relationship with a partner between women who drank any alcohol during pregnancy and 
those who abstained. Mann Whitney U test showed that there was no significant difference 
between women who reported any alcohol use (MdnAny = 4.33) and women who abstained 
(MdnNone = 4.33), U = 3984, z = -0.191, p = 0.849, r= -0.01. Data was missing for 3 women 
on this variable. 
A key question to the study was whether partners’ drinking habits during a woman’s 
pregnancy has impact on continued drinking. The indicator used for this was the woman’s 
own perception of her partner’s alcohol habits during the time she was pregnant. Table 14 
shows that women who reported any use during pregnancy also reported that their partner 
drank more frequently before and during pregnancy.  
Table 14. Frequency of partner’s drinking before and during pregnancy, as reported 









Frequency of partner’s 
drinking before pregnancy 
   0.028 
Never  1 (2) 9 (5) 10 (5)  
≤Once per month  5 (10.6) 48 (28) 53 (24)  
2–4 times/month 26 (55) 76 (47) 106 (49)  
>2 times/week 15 (32) 33 (19) 48 (22)  
Missing 0 8 8  
Frequency of partner’s 
drinking during pregnancy 
   0.04 
Never  1 (2) 9 (5) 10 (5) 
 
≤Once per month  13 (28) 77 (45) 90 (42) 
 
2–4 times/month 17 (36) 64 (38) 81 (37) 
 
>2 times/week 16 (34) 20 (12) 36 (17) 
 
Missing 0 8 8  
The presented percentages are non-missing proportions, *Fisher’s exact test 
 
4.3.6 Determinants of any alcohol use during pregnancy  
 
From table 10 (see section 4.3.1), it can be seen that only n = 5 women from Sweden 
reported any drinking during pregnancy. Logistic regression was therefore only performed 
on data from the English population as any model built on the Swedish data would be 
  
103 
unstable. In addition, abstinence before pregnancy was shown to perfectly predicted 
abstinence during pregnancy so these women were excluded from the analysis and the 
model was built only on those English women reporting some alcohol consumption prior 
to pregnancy. The dependent variable for the model was any alcohol use during pregnancy 
(construction of variable described in 3.4.7).  
 
Table 15 shows the univariable analysis of all variables of interest for the model, which 
found that only three variables were significant at the univariable level; having been told to 
drink less during pregnancy (OR = 2.64, 95% CI 1.02–6.89), having been informed or 
advised that small amounts were acceptable to consume (OR = 4.83, 95% CI 1.44–16.18), 







Table 15. Univariable logistic regression for any alcohol use during pregnancy 





OR 95% CI 
Age     
<25 5 (11) 3 (7) reference  
26–35 33 (73) 34 (81) 1.72 0.38–7.77 
>36 7 (16) 5 (12) 1.19 0.19–7.46 
Missing – 1   
Education     
<University 18 (40) 13 (32) reference  
University degree 27 (60) 28 (68) 1.44 0.59–3.49 
Missing – 2   
Employment     
In employment 39 (87) 40 (98) 6.15 0.78–53.49 
Student/unemployed/other 6 (13) 1 (2) reference  
Missing - 2   
Relationship status     
Married 30 (67) 28 (68) 1.87 0.16–21.74 
De facto 13 (29)  12 (29) 1.85 0.15–23.07 
Other 2 (4) 1 (2) reference  
Missing – 2   
First-time parent     
Yes 32 (71) 31 (72) 1.05 0.41–2.65 
No 13 (29) 12 (28) reference  
Missing – –   
Planned pregnancy     
Yes 36 (80) 36 (84) 1.29 0.43–3.83 
No 9 (20) 7 (16) reference  
Missing – –   
Frequency before pregnancy     
Once per month or less 15 (36) 7 (16) reference  
2-4 times per month 20 (48) 23 (54) 2.46 0.84–7.25 
>2 times per week 7 (17) 13 (30) 3.98 1.10–14.37 











OR 95% CI 
Amounts per typical occasions 
before pregnancy 
    
1–3 units 8 (19) 3 (7) reference  
4–6 units 7 (17) 10 (23) 3.81 0.74–19.66 
7–10 units 18 (43) 22 (51) 3.26 0.75–14.12 
>10 units 9 (21) 8 (19) 2.37 0.46–12.14 
Missing 3 –   
Amounts per special occasions 
before pregnancy 
    
1–3 units 3 (9) 1 (3) reference  
4–6 units 3 (9) 3 (8) 3.00 0.19–47.96 
7–10 units 13 (38) 14 (38) 3.30 0.30–35.11 
>10 units 15 (44) 19 (51) 3.80 0.39–40.34 
Missing 11 6   
Partner’s frequency before     
Never 2 (5) 1 (2) reference  
Once per month or less 9 (21) 5 (12) 1.11 0.08–15.53 
2-4 times per month 16 (37) 24 (57) 3.00 0.25–35.910 
>2 times per week 16 (37) 12 (29) 1.500 0.12–18.54 
Missing – –   
Partner’s frequency during     
Never 3 (7) 1 (2) reference  
Once per month or less 6 (37) 12 (29) 2.25 0.21–24.20 
2–4 times per month 3 (30) 15 (36) 3.46 0.32–37.47 
>2 times per week 11 (26) 14 (33) 3.82 0.35–41.96 
Missing – –   
Relationship satisfaction     
Mean score 4.36 4.27 0.73 0.13–1.68 
Missing 3 –   
Informed to drink less     
Indicated (yes) 9 (21) 17 (41) 2.64 1.02–6.89 
Not indicated (no) 35 (80) 25 (60) reference  
Missing 1 1   
Informed/advised to not drink at 
all 
    
Indicated (yes) 25 (57) 31 (72) 1.96 0.80–4.80 
Not indicated (no) 19 (43) 12 (28) reference  







OR 95% CI 
Informed/advised that small 
amounts were okay 
    
Indicated (yes) 4 (9) 14 (33) 4.83 1.44–16.18 
Not indicated (no) 40 (91) 29 (67) reference  
Missing 1 –   
Is there a safe limit of drinking      
Yes 17 (38)  19 (45) 1.86 0.56–6.22 
No 18 (40) 17 (41) 1.57 0.47–5.28 
Don’t know 10 (22) 6 (14) reference  
Missing – –   




Variables that were significant in the univariable model were inputated into a multivariable 
logistic model using the enter method. The model two variables; advised that small 
amounts were acceptable and frequency of drinking before pregnancy (Table 16). The 
model was significant (X 
2
= 11.85(3), p = 0.008), explained between 13.0% (Cox and Snell 
R Square) and 17.4% (Nagelkerke R Square) of the variance, and correctly classified 
64.7% of the cases. Women who had been informed that small amounts were acceptable to 
consume were over four times more likely to consume any alcohol information that small 
amounts was acceptable was associated with consuming alcohol (OR = 4.7, 95% CI 1.35–
16.33). Furthermore, women who drank twice per week or more were four times more 
likely to drink any alcohol during pregnancy (OR = 4.01, 95% CI 1.10–15.51). Advise to 
drink less was no longer significant when entered into the model with these two variables, 
neither were any of the previously presented variables on demographic, alcohol, advice 
and attitude, or relationship and partner drinking. 
 
Table 16. Multivariable logistic regression of any alcohol use during pregnancy 






OR 95% CI 
Informed/advised that small 
amounts was okay  
  
  
No 40 (91) 29 (67) reference  
Yes 4 (9) 14 (33) 4.69 1.35–16.33 
Missing 1 –   




Once per month or less 15 (36) 7 (16) reference  
2–4 times per month 20 (48) 23 (54) 2.56 0.83–7.49 
>2 times per week 7 (17) 13 (30) 4.06 1.06–15.51 
Missing  3 – 
  






4.4 Results - Partners 
In total, 116 partners returned a questionnaire for the study; 26 English partners and 90 
Swedish partners. Table 17 shows the socio-demographic characteristics of partners 
included in the study. Significantly more English partners were married and were first time 
parents, compared to Swedish partners.  









Age, Mdn (min–max) 31.0 (21–42) 31.0 (21–50) 34.0 (23–54) 0.95 
<25 – 5 (6) 5 (4) 0.72 





35 (31)  
Missing 1 1 2  
Education    0.66 
Less than university degree 11 (42) 44 (49) 55 (48)  




60 (52)  
Missing – 1 1  
Relationship status    0.034* 
Married/Civil partnership  20 (77) 45 (50) 65 (56)  





1 (1)  
Missing 
– 
– –  
First-time parent    0.054 





55 (47)  
Missing – – –  
Employment status    0.20 
In employment 26 (100) 83 (92) 109 (94)  
Student/unemployed/other –
 
7 (8) 7 (6)  
Missing –
 
– –  
Planned pregnancy    1.00 
Yes 21 (81) 72 (80) 93 (80)  
No 5 (19) 18 (20) 23 (20)   
Missing – – –  




As described in section 3.4.7, matched pair analyses were not possible to elucidate the 
partners influence on women’s alcohol use during pregnancy. However, the collected data 
was explored to elucidate potential changes in partners drinking habits during pregnancy, 
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as compared to before pregnancy. Figure 15 shows the frequency of drinking among 
partners before and during pregnancy, where a slight shift was evident towards less 
frequent drinking.  
 
Figure 12. Partners’ frequency of drinking before and during pregnancy   
 
 
Comparing amount consumed before and during pregnancy indicated that partners on 
average drank less both at typical and special occasions during pregnancy. Before 
pregnancy, the median intake of alcohol on typical drinking occasions was 45.0g, 
compared to 39.6g during pregnancy. Wilcoxon’s ranked test indicated that this difference 
was statistically significant (Z = -5.37, p < 0.001). Similarly, the median intake on special 
drinking occasions before pregnancy was 99.0g, compared to 80.0g during pregnancy (Z = 
-2.79, p = 0.00). Overall, it appeared that partners reduced their drinking whilst their 
partner was pregnant, albeit to a limited extent in regards to amount consumed. Converted 
into UK units this change equated to a reduction of 0.6 units on typical drinking occasions 
before and during pregnancy (5.6 and 5.0 units, respectively), and 2.4 units on special 
occasions (12.4 and 10.0 units, respectively). However, there were also significant 
differences between the two countries; English partners drank significantly more on typical 
occasions before and during pregnancy, and on special occasions during pregnancy 
compared to Swedish partners (data not shown). There was no significant difference on 




























The aim of this quantitative study was to compare the prevalence of and factors associated 
with alcohol use during pregnancy among parents in England and Sweden. Overall, the 
findings showed significant differences in the prevalence of any alcohol use during 
pregnancy between the countries, however low numbers of Swedish women who reported 
any alcohol use during pregnancy limited further analyses on associated factors. In this 
section I will discuss the implications of the results in relation to the existing literature and 
suggestions for future research and practice.  
 
The findings from this study indicated that if pregnant women are asked if they are 
drinking alcohol, responses will vary depending on when during pregnancy we ask the 
question. This was highlighted by Ethen et al. (2009), who explored alcohol use during 
pregnancy in a study of 4,088 American women. The study found that alcohol use 
decreased from 22.5% in the first month, to 8.5% in the second month, and to 5.5% in the 
third month of the first trimester. In the second trimester, any use increased to 7.4%. In the 
third trimester 7.9% reported any alcohol use. Binge drinking on the other hand decreased 
from 7.4% in the first trimester to 0.5% in the third trimester (Ethen et al., 2009). The 
current study showed that whilst most women reported consuming 25g or less per occasion, 
60% of women who reported any alcohol use did not drink in the first trimester but did 
drink later during the pregnancy. O’Keeffe et al. (2015) noted that one of the several 
methodological issues with accurately estimating the prevalence of prenatal alcohol use is 
at which stage of pregnancy women are surveyed. The literature around smoking has 
indicated that some pregnant women are ‘spontaneous quitters’ (Chamberlain et al., 2013), 
and it is possible that this is also the case for alcohol. However, more research is needed to 
explore whether women who quit also stay abstinent.  
 
Official guidelines, which at the time differed between the countries, may have contributed 
to the advice given in antenatal care and subsequently influenced drinking during 
pregnancy. As shown, there was no significant difference between any use of alcohol 
during pregnancy among women who were given the abstinence advice (in the whole 
sample), however women who continued to drink were significantly more likely to report 
that the advice given in antenatal care was to reduce drinking than women who abstained. 
This is an important finding that reflects research suggesting that women who perceive the 
guidelines as accepting small amounts are more likely to drink (Nilsen et al., 2012). This 
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was a clear distinction between the countries, as significantly more women in England 
reported that they had been advised that small amounts were acceptable to consume than 
Swedish women. Midwives’ approach to providing guidance and advice about alcohol will 
be further explored in Chapter 6. 
 
Whilst initial analyses indicated that women who reported any alcohol use during 
pregnancy were more likely to be married, no socio-demographic factors were significant 
in the univariable logistic regression. A systematic review on predictors for alcohol use 
during pregnancy showed that that income or social class, as well as marital status, were 
less consistent or only infrequently found to be significant predictors for alcohol use during 
pregnancy (Skagerström, Chang & Nilsen, 2011). On the other hand, levels of drinking 
before pregnancy were significant in the final model and women who drank twice per 
week or more before pregnancy were significantly more likely to have consumed alcohol 
during pregnancy. The systematic review by Skagerström and colleagues found that levels 
of drinking before pregnancy was one of the strongest predictors for continued use 
(Skagerström, Chang & Nilsen, 2011), which has also been found in later studies (Callinan 
& Ferris, 2014; Mallard et al., 2013). Initial analyses also indicated that women, in the full 
sample, who reported any alcohol use during pregnancy consumed significantly more both 
at typical and special drinking occasions before pregnancy, which may relate to HED. 
Anderson et al. (2014a) found that women whose drinking patterns were binge drinking 
only before pregnancy were less likely to change their drinking habits during pregnancy 
and continued risky drinking also during pregnancy. In the current study 49% of women 
drank over the HED limit on special occasions, compared to 27% on typical drinking 
occasions, before pregnancy. Thinking about the type of drinking occasion as well as level 
of drinking may be ways of further understanding the trajectories into behaviour change 
during pregnancy. This will be discussed further in subsequent chapters.  
 
Separating drinking occasions also related to the idea that underreporting could be reduced 
by allowing women to categorise their drinking patterns and drinking occasions. Previous 
studies have suggested that survey data often fail to account for alcohol recorded through 
sales data (Ekholm et al., 2011; Stockwell et al., 2004). Developing surveys including 
more in-depth questions and specific measures on quantity and beverage type can therefore 
produce more accurate data (Casswell et al., 2002). A survey in the UK (N=1,971) used so-
called context specific questions of alcohol consumption and found that average weekly 
consumption was 20 units, compared to 15 units in previous surveys (a 33% difference) 
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(Morleo, Cook & Bellis, 2011). A more recent study aimed to include all types of drinking 
occasions over a longer time period. The findings showed that when people were asked 
about their drinking on special occasions, besides their typical drinking pattern, reported 
amounts increased. The authors concluded that the additional units of alcohol reported 
using this method could account for the gap of 41.6% between survey data and sales data 
(Bellis et al., 2015). The current study attempted to adopt a similar approach to explore 
whether questions of special occasion drinking may increase reported alcohol use during 
pregnancy. The prevalence reported in the current study is similar to previously published 
research from Sweden, where 6% of women reported any alcohol use (Nilsen et al., 2008), 
and from England where 44% of women had consumed any alcohol (McAndrew et al., 
2012). Even though the reported prevalence is similar across studies, the current study 
showed that some women only drank at special occasions. This has implications for 
practice as addressing the type of drinking occasion pregnant women consume alcohol 
might provide useful information for health professionals to target and adapt their 
conversations about alcohol and understand when women may experience pressure and/or 
temptation to drink alcohol.  
 
Asking about drinking at special occasions is not only be important in regards to accurately 
estimate amounts consumed, but also due to that drinking at special occasions may be seen 
as more acceptable. A study of 439 pregnant Danish women showed that 16% of women 
believed that it was acceptable to drink at special occasions (Kesmodel & Schiøler 
Kesmodel, 2002). Another study, which investigated public awareness and attitudes 
towards the risks associated with drinking during pregnancy, found that fewer respondents 
believed that pregnant women should abstain at special occasions (16%) compared to the 
option that pregnant women should “customarily abstain” (25%) (Little et al., 1981). In the 
current study there were similar proportions of women who reported only drinking at 
typical occasions and women reporting only drinking at special occasions. The numbers of 
women who consumed alcohol during pregnancy in the current study was very low and 
further analyses of the amount consumed by women who drank at typical or special 
occasions only, or at both, were not possible. Future research should explore whether 
amount consumed at different drinking occasions differ amongst women who continue to 






Using retrospective reports indeed has limitations as recall bias is a potential issue. 
Previous research has adopted retrospective design, as changes in prevalence of alcohol 
use across trimesters can be identified (Ethen et al., 2009). Many previous studies of 
prenatal alcohol use have assessed alcohol sue at one point during pregnancy, for example, 
at ten to 12 weeks (Nilsen et al., 2008; Smith et al., 2014) or at 30 weeks (Alvik et al., 
2006b; Göransson et al., 2003). In the light of the finding from the current study that 60% 
of women did not drink in the first trimester, studies that collect data particularly in the 
first trimester may underestimate the true prevalence of any alcohol use during pregnancy. 
Additionally, prevalence of alcohol use during the first trimester is higher before women 
know they are pregnant. A study from New Zealand found that 34% of women consumed 
alcohol at some point during pregnancy, but a smaller proportion (24%) continued to drink 
after they found out they were pregnant (Mallard et al., 2013). The fluctuations of 
prevalence of drinking during shorter periods during pregnancy, including unintended 
exposure, will further give a better understanding of the patterns of drinking. A prospective 
design with a larger sample would allow for this, which should also look at whether levels 
of drinking vary across the trimesters (e.g. higher towards the end). The current study did 
not indicate that such pattern existed within the sample.  
 
An influence on alcohol use during pregnancy that was of particular interest was partner 
drinking. The current study found that women who reported any alcohol use during 
pregnancy also reported higher frequency of drinking in their partner before and during 
pregnancy. However, the partner drinking variables were not significant in subsequent 
analyses of English women that excluded non-drinkers prior to pregnancy. A study among 
Ukrainian women by Bakhireva et al. (2011) found increased likelihood of continued 
alcohol use if the partner was a heavy drinker. The current study had too low numbers, and 
poor response rate to achieve matched pairs of both woman and partner, and therefore 
relied on the woman’s report of partner drinking. It is possible that the current study did 
not find such an association as alcohol use only was assessed in relation to frequency, and 
based on the woman’s account. Previous research has also indicated that first-time fathers 
tend to cut down to a greater extent during pregnancy than fathers with previous children 
(Mellingen et al., 2013). As with partner drinking, alcohol use during pregnancy has higher 
among first-time mothers, however the partner may not necessarily have been a first-time 
parent. Further research using matched pair analysis is therefore needed to further explore 




One important finding, in the light of the new drinking guidelines which were announced 
by the UK CMOs in January 2016 (Department of Health, 2015), is the influence of type 
of advice. The current study did not find any significant difference between being advised 
to abstain in the group of women who abstained during pregnancy compared to those who 
reported any drinking. However, advice to drink less and that small amounts was 
acceptable to consume was significantly associated with a higher likelihood of any alcohol 
use during pregnancy. Nilsen et al. (2012) found that women who perceived the advice as 
cutting down on alcohol were more likely to drink during pregnancy. A recent qualitative 
study of women’s perceptions and understanding of the previous drinking guidelines in 
England, and in Scotland, found that women in addition to official guidelines from health 
professionals also relied on lay advice. This included friends, family, and other people in 
their social environment but also acquisition of advice over the internet. Seeking 
information from sources other than health professionals may result in confirmation bias, 
some women sought out information that would support their own opinion or idea that 
small occasional amounts of alcohol would not be a problem (Schölin et al., unpublished).  
 
The impact of the new abstinence advice (Department of Health, 2015), needs to be 
explored in future studies in relation to whether it has impact on women’s decision to drink. 
Qualitative research from other countries that endorse complete abstinence, such as the 
Netherlands or Australia, has shown that despite strict guidelines, midwives advise women 
that they can drink some alcohol (Crawford-Williams et al., 2015b, 2015c; van der Wulp, 
Hoving & de Vries, 2013). Women’s interpretation of information and practices of advice 
given by midwives are therefore important aspects to explore qualitatively, to gain a better 
understanding of reasoning of women as well as health professionals.   
 
While the findings resonates with previous studies that higher levels of drinking before 
pregnancy (Skagerström, Chang & Nilsen, 2011) and advice about small amounts being 
acceptable to consume (Nilsen et al., 2012), the results might be affected by recall bias.  
(Green & Thorogood, 2014). Women may not have acurately recalled their level of 
consumption before pregnancy and subsequently reported higher frequency than was true. 
Furhermore, the recruitment methods, as has been described, may have sampled women 
who are not representative of the general population of pregnant women. Finally, many 
different factors may play part of these results, specifically confirmation bias. Women who 
continued to drink may have been more likely to report that they were advised that small 
amounts was acceptable to justify their decision. Furthermore, there was also some 
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indication in the initial exploration of the data that women who continued to drink were 
more likely to agree that there is a safe limit of drinking during pregnancy. This may also 
be related to a way to justifying their behaviour, as has been adressed in previous research 
(Loxton et al., 2013). Finally, while the model developed in this study found two variables 
which may explain why some women continue to drink alcohol, there may be additional 
influences that have not been collected in this study. The above mentioned aspects need to 
be taken into consideration for interpreting the findings of the model.  
4.5.1 Strengths and limitations  
 
This study is the first of its kind to compare alcohol use during pregnancy in countries with 
different guidelines, including questions regarding special occasion drinking. Using the 
thinking of context specific questions, the study fills a previously scarce field of research 
and suggests that asking questions more openly about special occasion drinking may result 
in different answers than general drinking questions. Using special occasion drinking, in 
addition to typical occasions, over the course of the entire pregnancy allowed for outlining 
trajectories of women’s drinking. This is an important finding as many previous studies 
have only asked about drinking at one point, often in early pregnancy. In addition to 
comparing prevalence of alcohol use, this study also focused on the closest social network 
around the woman that may impact on decisions to drink – their partner. 
  
This study has several limitations that need to be addressed. In the North West of England, 
where Merseyside is located, alcohol consumption among adults is higher than the England 
average (Office for National Statistics, 2013), as are hospital stays for alcohol-related 
causes (PHE, 2015). In Örebro County on the other hand, risky drinking and hospital-
admissions are lower than the national average (PHA, 2015c). The results may therefore 
not be generalisable to England and Sweden as a whole, as the samples have been drawn 
from populations with different levels of drinking than the national average.  
 
Another limitation relates to the opportunistic sampling strategy, which is unlikely to have 
obtained a representative sample of women and partners. Due to the nature of the sampling 
approach, no data was collected on non-responding parents. The lack of information of 
number of distributed questionnaires at English children’s centres, despite several attempts 
to follow-up, limits the ability to calculate the true response rate. Even so, in the instances 
where number of distributed questionnaires was known, the response rate was very low. 
Finally, the recruitment strategy may have targeted women who engage in parent-infant 
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services and support groups women who drank, perhaps at high levels, during pregnancy 
may not have been reached as they may not engage with such services or groups.   
 
The use of non-validated scales and measures in the questionnaires is another limitation to 
the reliability to the items included and the validity of the results (Bryman, 2008). The use 
of questions developed specifically for this study reduces the comparability of the findings 
with other studies of alcohol use during pregnancy using other measures for alcohol 
consumption and other measures included.  
 
Furthermore, the low responses from partners, particularly in the English sample where 
drinking was most prevalent, meant that paired analyses could not be conducted. 
Difficulties in recruiting men (all respondents who did reply were men) into health-related 
research has been demonstrated in previous research (Carpenter et al., 1999). The analysis 
therefore included women’s own report of partner drinking as a proxy measure. It is likely 
that women did not accurately estimate the frequency of their partner’s drinking, and the 
lack of a quantity measure to accompany frequency it is not possible to draw conclusions 
on the level of drinking by the partner. The proxy measure of partner drinking means that 
the results need to be interpreted with caution. Finally, almost identical questionnaires 
were given to partners for reporting on their alcohol use, attitudes, and many other 
questions asked to the women. However, in this thesis these data were less valuable in the 
absence of an indication how they matched up with the women’s report on alcohol use 
during pregnancy.  
 
Finally, methodological difficulties in asking about people’s alcohol consumption is a 
well-known issue (van de Mortel, 2008). Social desirability, in which respondents answers 
question in a way that they believe is socially acceptable, is likely to influence results in 
studies on sensitive topics such as alcohol use during pregnancy (Johnson & van De Vijver, 
2003). Drinking during pregnancy is associated with stigma (Room, 2005), and this may 
be particularly true among Swedish women who had been exposed to the Swedish advice 
of complete abstinence. For this reason the pilot study, which was conducted in interview 
mode, also had a function in assessing whether respondents felt able to answer the 
questions. One way of limiting the potential for underreporting was for the questionnaires 
to be self-administered and anonymous in the full study. The wording was carefully 
thought through, and tested in the pilot study, to avoid judgemental questions. The 
possibility for women to quantify the amount consumed of a beverage may have reduced 
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under reporting. Asking about drinking at special occasions may also have reduced 
underreporting, as in some contexts perceptions around drinking at special occasions are 
somewhat permissive (Kesmodel & Schiøler Kesmodel, 2002; Little et al., 1981).  
4.6 Conclusions 
 
This quantitative study of 321 women in England and Sweden showed that women in 
England are significantly more likely to report any drinking during pregnancy than 
Swedish women. Multivariable logistic regression indicated that higher frequency of 
drinking before pregnancy and advice that small amounts were acceptable increased the 
likelihood of any drinking during pregnancy among English women. This may be 
important for designing interventions and for health professionals who advise pregnant 
women about alcohol. The finding that alcohol use during pregnancy was associated with 
getting advice to cut down on alcohol is very relevant in relation to the new drinking 
guidelines in England. From a harm reduction perspective future research should look 
further into whether women who drank at higher levels before pregnancy were likely to get 
advice to reduce their drinking. Whilst abstinence indeed is the only way to know no harm 
is caused to the foetus, a reduction in consumption will reduce the risk even though not 
removing it completely. The findings also show that pre-pregnancy interventions for 
women drinking frequently as well as asking pregnant women throughout the entire 
pregnancy about their alcohol use are important areas for practice and future research.   
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Box 3. Key findings from Chapter 4 
 
 Previous research has attempted to explore the extent to which women continue to drink in 
pregnancy and which factors are associated with continued use, however there is limited 
knowledge of similarities and differences between countries 
 This study aimed to investigate the prevalence of and factors associated with alcohol use 
during pregnancy among parents in England and Sweden 
 Significant differences were found in prevalence of any alcohol use during pregnancy; 44% 
of English women reported any alcohol use during pregnancy compared to 4% of Swedish 
women (p < 0.001).  
 Further analysis of factors associated with continued use was only performed including 
English women, due to the low number of Swedish women who reported any alcohol use. 
Logistic regression of English women who were drinkers prior to pregnancy indicated that 
women who drank more frequently before pregnancy (more than twice per week) were 
significantly more likely to continue to drink during pregnancy (OR = 4.30, 95% CI 1.13–
16.34) as were women who had been advised that small amounts was acceptable (OR = 
4.79, 95% CI 1.37–16.7).  
 This study has limited ability to draw conclusions regarding alcohol use in pregnancy, but 
the findings indicate that health promotion strategies to prevent alcohol use during 
pregnancy may be targeted towards women of childbearing who drink frequently and to 






Chapter 5: Exploring parents’ views on alcohol use and 




The aim of this qualitative study was to explore parents’ perceptions of alcohol use during 
pregnancy. The different guidelines in place at the time of the study (see 2.6.2) in essence 
interpreted the same evidence in two different ways. While the English guidelines 
stipulated that low levels of drinking are unlikely to cause harm (NICE, 2008), the 
Swedish approach of abstinence rather suggests that any drinking could be risky (Leppo, 
Hecksher & Tryggvesson, 2014). These different approaches may therefore have had 
different impacts, both in terms of on how pregnant women in England and Sweden 
perceive the risks of drinking whilst pregnant, but potentially also how the general 
population views these risks. This was demonstrated in Chapter 4, as significantly more 
English women believed that there was a safe limit of drinking when compared to Swedish 
women.  
 
This chapter presents findings from a qualitative study, with an interpretivist qualitative 
design. The study included interviews with 44 parents in Merseyside and Örebro County 
(see table 6 in 3.6.1). The concepts of the health belief model (HBM) (see 2.8) guided the 
design of the study to elaborate on aspects known to influence behaviour change. However, 
in addition to intrapersonal factors of the HBM, the study considered wider factors that 
may influence behaviour.  
 
The partner, as part of an interpersonal level of influence in the socio-ecological model of 
health, was theorised as a potential influence for women to continue to drink. I was 
therefore interested in exploring changes in alcohol habits for both the woman and her 
partner during pregnancy. This chapter shows how alcohol use during pregnancy is viewed 
in diverse ways within different cultures, and how moral beliefs underpin perceptions and 
attitudes. In this chapter I will present the key findings from the themes (see 3.5.1) which 






5.2 Aims and objectives  
 
The aim of this study was to explore the perceptions of alcohol use during pregnancy and 
alcohol advice in antenatal care among parents living in Merseyside, England and Örebro 
County, Sweden, and addressed number 3 of the overall research questions (see 3.2). More 
specifically, the objectives were to: 
 
 Understand how women and their partners alter their drinking habits in relation to 
pregnancy; 
 Explore what influence the partner of the pregnant woman has on her drinking 
behaviour during pregnancy; 
 Investigate attitudes towards drinking during pregnancy among parents who 
recently were pregnant; 
 Explore parents’ experiences and perceptions of alcohol advice in antenatal care; 
and 
 Compare attitudes, practices of alcohol use, and perceptions of advice during 
pregnancy in England and Sweden.  
 
 
5.3 Perceptions around drinking during pregnancy, guidance 
and advice by women and partners 
5.3.1 What is ‘drinking’? 
 
Forty-four parents were interviewed for the study. The parents’ age ranged from 24 to 40 
years and the majority were educated to degree level (see table in 3.5.1). There was some 
variation in life circumstances before they had children; however, most parents appeared to 
be in a place in their lives where starting a family was a welcomed and often planned 
situation. Several parents worked in areas including health care, research, criminal justice, 
and education where they had encountered individuals with confirmed or suspected FASD. 
While the purpose of qualitative research is not to generalise findings to the general 
population (Bryman, 2008), it is worth mentioning that the parents who took part in the 
study may have had greater understanding of the topic than the general population due to 




Among the women interviewed, none of the Swedish women had drunk alcohol during 
pregnancy and nine out of the 18 English women had drunk alcohol. For the purpose of 
this study I talk about women as either abstainers or drinkers, similar to other studies 
(Meurk et al., 2014) and the presented findings in Chapter 4. However, throughout this 
section I will discuss the aspects of women’s drinking, as drinking sometimes was just 
occasional or sporadic rather than a regular habit. An interesting observation that emerged 
initially however is what women classed as drinking. I was interested in understanding this 
concept, and it is important to acknowledge the way I have defined women’s drinking and 
how they defined it themselves. I have not categorised women as drinking during 
pregnancy if they had a sip of alcohol at one or several points during pregnancy. Rather, 
when women described that they had consumed ‘a drink’ I regarded this as drinking. But 
one initial important question in order to discuss drinking during pregnancy is what 
women themselves considered as drinking? One English woman initially stated that she 
avoided alcohol during pregnancy, but later described several occasions where she drank 
wine, for example, in relation to celebrations. 
I just tried to avoid so I didn’t drink alcohol when I was pregnant […] I 
did allow myself to have the odd sip every now and again […] I think at 
one point I had a small glass of wine probably a handful of occasions that 
I could count on one hand that I had a small glass of wine  
English woman 5 
 
In light of the issue regarding underreporting of alcohol use during pregnancy, it is 
important to understand these views women may have in regards to drinking. The account 
from this English woman suggests that she did not perceive herself as a drinker as she says 
“so I didn’t drink alcohol when I was pregnant”, despite having a small glass of wine on “a 
handful of occasions”. As Meurk et al. (2014) suggested, women may underreport their 
drinking if they cannot account for occasional drinking. This is also evident later in this 
chapter, as some English parents differentiated between what they classed as ‘responsible’ 
(smaller amounts, controlled moderate drinking) and ‘irresponsible’ (larger amounts, 
disregarding the guidelines). In the following sections I will present the four themes 
covering parents’ perceptions of alcohol use during pregnancy: i) knowledge and 
conceptualisation of risk, ii) changes in alcohol habits during pregnancy, iii) moral 




5.3.2 What is risk?  
 
Table 18. Theme I: Knowledge and conceptualisation of risk 
Subtheme Illustrative quote 
Pre-existing ideas 
about drinking 
I was never in that frame of mind really. I feel like I needed to not drink if 
you know what I mean 
English Woman 6 
Awareness of specific 
risks 
Well I can imagine that it affects the whole life so that it can have 
sustained effects but, exactly what disabilities you can get, I don’t know 
but I can imagine that it is related to delays in development, perhaps some 
form of retardation 
Swedish Woman 1 
Conceptualisation of 
risk 
You just want the best for them and you want to make sure that you know, 
nothing (you did) […] (can be) blamed for anything that might have gone 
wrong or anything like that 
English Woman 1 
Sources of information Through work (nurse) yes and personally from the appointment that 
(wife’s name) attended you know when she was first pregnant 
English Partner 1 
 
This theme included the knowledge or attitudes parents had even before they got pregnant, 
their awareness of risk, how they conceptualised those risks with drinking, and which 
sources had informed their knowledge. It was evident that parents had knowledge or views 
on whether pregnant women should drink or not earlier in life, before starting a family was 
on the agenda. Most parents could not recall when they had heard that alcohol was 
something to be avoided during pregnancy; this was rather perceived as tacit knowledge. 
I think I had always known… before I got pregnant, before I even thought 
about getting pregnant I thought that I would cut my alcohol down if I got 
pregnant and just everything, you know you just have to look after 
yourself a bit more… so more than just someone telling me what to do it 
was more pre-decided 






It’s always been there, even if no one has said it explicitly that you 
shouldn’t drink, it’s like always been there 
Swedish Partner 6 
 
Despite pre-existing ideas that alcohol should be avoided during pregnancy, information 
given during pregnancy further informed women. One English woman described how she 
initially had been of the view that she would abstain from drinking during pregnancy but 
when she looked at the NICE guidelines the information given there had changed her mind 
about abstaining.  
I was just always of the opinion that I just wouldn’t have anything but then 
when I actually got pregnant I did slack in a little bit and like “ah I don’t 
think the odd glass of wine is not going to matter too much” so I think my 
views before becoming pregnant were different to after  
English Woman 5 
 
For this woman, the guidelines allowed her to have a more relaxed attitude towards 
drinking. For other English women, the limits given within the NICE guidelines did not 
change their views about abstaining.  
 
When discussing the existing knowledge about alcohol and pregnancy, many parents 
mentioned that it was passed on from family members or relatives. However, several 
parents also had experiences of family members or relatives from older generations having 
more liberal and relaxed attitude towards drinking. One Swedish woman described how 
her grandmother had offered her a drink, with the suggestion that; “it’s okay, she can have 
a little bit”. For this woman, she felt that this situation presented an opportunity for her to 
educate her older relative; “We have talked about that, that you might have done that when 
she was young and was expecting… then you could drink a little bit and it wasn’t all that 
strict” (Swedish Woman 12). Others also described evaluating their own knowledge with 








A lot of it was looking at it ourselves so what we read ourselves, what we 
looked online with our first child and differences between what the 
opinion was […] the opinion that we had ourselves did seem to differ so 
with our parents (they) would have had a drink a couple of times during 
the week and that what you are brought up with from their point of view, 
probably great-grandparents even more so 
English Partner 4 
 
The previous quote came from the partner of a couple that I interviewed. In this case, the 
woman had drunk alcohol in both her pregnancies (excluding a period during one of her 
pregnancies where she experienced complications that needed medical attention). They 
both shared the attitude that some alcohol was acceptable, however the partner here 
mentions that even though they had liberal views and accepted some drinking, their parents 
would have consumed more alcohol when they were pregnant. Despite this couple being 
comfortable with their choice of consuming some alcohol during pregnancy, anecdotes 
from family members concerning what they classed as safe levels were treated with 
caution. Another English woman, who drank during pregnancy, described how her mother 
had been relaxed about both smoking and alcohol use. The woman had been a smoker 
herself before getting pregnant, and noted that the recommendations were stricter now 
compared to when her mother had been pregnant. 
 She said the same about everything, that they didn’t stop anything when 
they were pregnant because there were no health recommendation so she 
smoked at the beginning of the pregnancy and that has obviously changed 
[…] she had the same attitude as me that surely one every now and again 
isn’t gonna, not gonna harm.  
English Woman 2 
 
While this woman agreed with this more relaxed attitude, she noted that older generations 
smoked or drank due to lack of health recommendations. Increased research and 
knowledge around harmful substances during pregnancy was seen as a reason to be more 
cautious, but this woman also felt that there were some levels of drinking that would not 





The guidelines in place in England at the time stated that “at this low level there is no 
evidence of harm to the unborn baby” (NICE, 2008) (see box 1, p.5), which le dme to 
wanting to understand parents’ perceptions of the risks associated with drinking. It became 
clear that parents knew that alcohol was harmful, especially in large quantities. The 
specific risks from drinking were however not necessarily known. One Swedish partner 
said; “like I know that it’s not good, but then what it is that can affect the baby itself I 
don’t really know” (Swedish Partner 4). In contrast, ten of the English parents and one 
Swedish woman specifically named FAS or FASD as a consequence of alcohol exposure 
in utero. As already mentioned, these parents had professional experience of individuals 
affected by alcohol exposure during pregnancy. The tacit knowledge that many parents 
described, which may have been reinforced by social norms against drinking during 
pregnancy, dominated any contradicting information that parents came across in the media 
or through people in their family or peer group.  
 
The actual conceptualisation of risk presented itself differently among parents. Many 
women described being very risk averse when it came to alcohol, with the belief that any 
alcohol could harm the baby. This was often discussed as a way of balancing modifiable 
risks with unpredictable complications. Women therefore argued that if they did not drink 
alcohol, they could not be blamed for any adverse outcomes for the baby.  
 I just didn’t want any complications to happen and be like “is it because 
I drank, is it because I smoked” is it because I didn’t look after myself?” 
If anything was to happen I will know that I have done my best… and that 
would be beyond my control  
English Woman 3 
Because I think that, because there are so many things you worry about, 
you – me, during the pregnancy. So if I can like cut some of them out 
[laughing] or something like so it would feel a bit easier. Because it is 
things like that you can influence 
Swedish Woman 10 
 
The quote by the English woman above represents an important aspect of pregnancy that is 
commonly discussed in the literature; responsibility. While the woman here talks about 
effects from not “looking after herself”, this is also a representation of expectations of 
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pregnant women to adapt certain behaviours that are deemed appropriate to ensure a 
healthy pregnancy and a healthy baby (Lupton, 2012). Her reference to adverse effects 
being “beyond her control” also suggests that responsibility and blame plays a part in how 
she conceptualised risk of drinking. In the second extract, the Swedish woman discusses 
modifiable risks, where alcohol is seen as a risk that can be cut out, perhaps easily. Many 
women who abstained noted that for them alcohol was not a “big thing” to cut out from 
their normal lifestyle, which made the choice to abstain an easier change in behaviour.  
 
Women who continued to drink interestingly discussed risks in relation to “feeling the 
effects of alcohol”. Intoxication was seen as a threshold for harm, because if the pregnant 
woman could feel the alcohol then the foetus could as well.  
 I sort of planned for it and allowed for “well okay if you feel like it, you 
know what go ahead and have a drink” and so I had a drink on Christmas 
day but you know it lasted for like two hours, two-three hours that glass of 
sparkling wine of five percent or whatever it was ‘cus I was really clear 
about not really wanting to feel in anyway drunk or tipsy because I would 
have just felt really guilty then so, the purpose of it which would have 
been pleasure would have just been completely negated by that 
English Woman 12 
I definitely would take that very seriously and not want to sort of be drunk 
if I was pregnant. Or having much alcohol at all because then it is very 
dangerous to the baby’s developing brain and can lead to quite a lot of 
problems that they can have in life 
English Woman 7 
 
An interesting observation made was that some women who continued to drink did have 
knowledge of FASD. English woman 7, quoted above, was one of these. She had a 
postgraduate degree and worked with children who had mental disabilities, including 
children who had been exposed to alcohol during pregnancy. In these discussions, women 
expressed their knowledge that specifically FAS is caused by heavy drinking and therefore 
occasional drinking was not considered to be a risk, as it would not be at the levels which 
could cause FAS. One woman took the evaluation of risk further, as she compared her own 
occasional drinking with her friends’ drinking behaviour.  
  
127 
A friend actually had a quarter of a bottle of Jägermeister and smoking 
joints a couple of days before she gave birth […] it was like “but at least I 
am not doing that, at least I’m not necking Jägermeister with her (the 
baby) inside of me”  
English Woman 18 
 
This woman was the youngest of the sample and lived in a fairly deprived area, and from 
her descriptions of her social environment it was clear that it was very different to the other 
women who I interviewed. Because she regarded her friends’ behaviour as riskier than her 
own, it provided her with a comparator against which she could judge her own behaviour.  
 
Midwives were the most common source of information mentioned by parents, but as 
previously demonstrated many parents believed they already had the knowledge required 
before they went for their first appointment. There were additional sources too with parents 
stating that pregnancy meant reading a lot of different material in order to learn and 
prepare for several aspects of the pregnancy.  
I think most parents with your first child you look everywhere really, and 
you would look at every source so one of them might be, was it the travel 
or guide to pregnancy […] We did look at websites, I can’t recall what 
website we looked at and whether it was NHS direct or what it was, I can’t 
recall”  
English Partner 4 
 
This appeared to be a conscious process of information seeking, as some had actively been 
reading up on the pregnancy. This was not the case for all parents, and some mentioned 
that in their contact with healthcare they had been given a large number of leaflets, which 
led to a feeling of ‘information overload’ (Anderson et al., 2014b; Loxton et al., 2013). For 
this reason, parents felt that they may have missed information specifically relating to 
alcohol, as there was a lot of other information to get through. Due to the number of 
potential different sources that parents might be exposed to, including media, friends and 
families (Holland, McCallum & Blood, 2015) I asked an open question about what source 
they found was reliable in terms of alcohol and pregnancy. The vast majority of parents 
said that midwives, healthcare in general, were the most reliable source.  
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I think the ones that the hospital give you because you think oh well it’s 
NHS it’s going to be you know good stuff surely, and then there’s you 
know things that other people say like my mum said “oh go on have a gin 
and tonic it will be fine” and you go [sceptical voice] “well… yeah” 
[laughing] 
English Woman 17 
That the midwife has mentioned it, that you got to fill out a paper at the 
booking in at MVC (antenatal care) where you got to describe your 
alcohol habits and then you got a leaflet about alcohol and pregnancy. 
And then they said that you shouldn’t drink so it’s probably from there […] 
you do trust the midwife 
Swedish Woman 9 
5.3.3 How do women change their alcohol habits change when they get 
pregnant? 
 
Table 19. Theme II: Changes in alcohol habits during pregnancy 
Subtheme Illustrative quote 
Changes in woman’s 
habits 
I drank the night before I found, well the week before I found out that I 
was pregnant […] which I still felt really awful about and then, I just 
didn’t bother then, because as well I thought like if you have one then the 
temptation is to have another and who knows where that cut-off point is  
English Woman 11 
Influences for 
behaviour change 
I don’t know but I am of the view that from the minute that you decide to 
proceed with the pregnancy, whether it’s planned or if it’s (not), I think 
that if you make that decision, you owe it to the baby to do everything that 
you can, to be healthy. And I don’t just mean alcohol I mean eating 
properly, smoking, you know 
English Woman 10 
Partner and 
relationship 
I mean when we were out partying it was together so when (wife’s name) 
wasn’t there it wasn’t, so I didn’t party so then we were sitting at home 
instead and watched TV instead and had coca-cola and chips instead 







One issue that was noted among several women, regardless of whether they had planned 
their pregnancy or not, was consuming alcohol before they were aware that they were 
pregnant.  
 When I found out that I was pregnant and I knew I had been out for my 
birthday and so I went for my scan and I was “oh I had too much to drink” 
and the midwife said “to be honest it won’t really matter, because in the 
early stages they are literality just a pea”. So she said not to worry too 
much about it, “you know now so just don’t worry about it but don’t carry 
on drinking heavily”  
English Woman 17 
In hindsight I realised that I had drunk alcohol (when I was pregnant) and 
you go ”no but oh my god what have I done?”. And then it was that in 
relation to a visit with the doctor we talked about it and then he said that, 
and sure they probably don’t want you to break down, but so then he said 
as an example ”in other European countries for example France, there 
are a lot of women who drink their entire pregnancy because that’s the 
philosophy that they have”. So that, that’s about it. But so it was a doctor 
that referenced, so that I wouldn’t have so much anxiety about that I had 
some wine when I was pregnant” 
Swedish Woman 10 
 
In this first extract, the woman had drunk consumed alcohol before realising that she was 
pregnant, however she did not seem particularly concerned, possibly because she had been 
reassured by her midwife that it was not a major problem. In contrast, the second extract 
was from a woman who had experienced a miscarriage before the pregnancy, referred to in 
the quote. Before the miscarriage, she had taken a lot of care in regards to alcohol and had 
not been drinking in case she conceived. However, after the miscarriage she did drink 
alcohol before being aware that she was pregnant again, as she had not expected to 
conceive so soon after the miscarriage. She expressed a lot of concern and guilt because of 
this. What is interesting here is how the doctor refers to “in other European countries” to 





One recurring theme was around changes in alcohol before conceiving, which for some 
women was seen as unnecessary unless there were difficulties with conceiving. 
Skagerström, Häggström-Nordin and Alehagen (2015) noted that some women see the 
pregnancy as the point where alcohol use should be ceased, as conceiving may take a long 
time. This was noted by one Swedish woman, who had been trying to get pregnant for 
about a year. She here talks about herself and her husband, and the changes they made 
whilst trying to conceive. 
We didn’t do anything, it took a while, a year. We didn’t do anything the 
first six months or something like that but so we just lived on like usual 
just yeah as normal as possible. So then when it didn’t work after six 
months or eight months or something like that you started thinking that 
“right should we do something [laughter] about this” so then we started 
cutting down, me specifically, cut down on the alcohol […] we didn’t stop 
completely but we did continue with the beer on the Fridays, but not a 
bottle of wine and that but cut down on that then. And maybe had one beer 
instead of two on the Friday. But it was just as often so to speak 
Swedish Woman 16 
 
I interviewed this couple on separate occasions and noted that drinking was a big part of 
their weekly routine. The ‘Friday beer’, which they both talked about, was an important 
ritual after the work week and represented the start of the weekend and winding down, 
often accompanied with cooking a nice meal. Not wanting to break this routine seemed to 
be important, and as the woman says here they cut down on the amount that they were 
drinking, rather than the frequency.  
 
For others, the pre-conception period included careful planning in relation to health 
behaviour. This included planning around the menstrual cycle and considering when it 









So depending what week of my cycle I was on, it was either, it was zero for 
two weeks or I would have one glass of wine on a Friday, and Saturday 
and on a Sunday and then nothing for the rest of the week. And then if I 
hadn’t got pregnant that month I probably would have a bottle of wine 
[laughing] 
English Woman 12 
 
It is interesting to note here how this woman regarded health during pregnancy as 
important, and did not wish to expose her foetus to alcohol, but did not have concerns 
about her consumption of a whole bottle of wine (which equates around nine units, three 
times the previous daily recommendation for women) when she knew that she was not 
pregnant. This suggests that she may not have been concerned about the impact of drinking 
on her own health.  
 
When asked about the reason for changing drinking habits during pregnancy 
unsurprisingly most of the women said that the welfare of the baby was the most important 
reason. This links back to what has already been discussed around ‘what if’ something was 
wrong with the baby, and the blame potentially being due to one’s own lifestyle. For 
women who had continued to drink, alcohol was sometimes diluted with soft drinks, which 
was a way to reduce the risk to the baby. Similarly, when women justified their intake, the 
argument was often that it was ‘just one drink’ which was seen as a low level of risk.  
 
In addition to alcohol exposure, general lifestyle during pregnancy was seen as important, 
including not taking drugs or smoking. Only a few women had been smokers before 
pregnancy, and one of these women talked about how she perceived the risks with 
smoking to be higher than drinking. She stopped smoking when she was pregnant the first 










I just don’t think it’s my place to judge but with smoking I just can’t 
understand why anyone would smoke when they are pregnant it’s just it’s 
obviously wrong [laughing] so why would you smoke but with alcohol it 
definitively feels, I definitely have less of a, I think instinctively when you 
see someone having a drink it probably does, you probably would take a 
second look, it always looks wrong. But I wouldn’t judge someone for 
doing it because it could just be that she’s just having one drink and that’s 
the only one she’s had throughout the all her pregnancy so, you know. 
That’s fine” 
English Woman 2 
 
Moral judgements about women’s lifestyle during pregnancy started to develop in these 
narratives. The extract above indicated that this woman made it clear that for her, smoking 
was a much bigger risk factor than alcohol. When she discussed her partner’s attitude to 
her having alcohol during pregnancy she noted that he had approved of her drinking, but 
she was adamant that he would not want her to smoke when she was pregnant. For some 
participants smoking was perceived to pose a greater risk to the foetus than alcohol. Only 
one woman talked about drug use, with this woman having smoked a lot of marijuana 
before the pregnancy. She had been aware that this was a problem, and subsequently 
sought help to stop. To her, smoking marijuana was more risky than occasionally drinking 
alcohol.   
To be fair before I got pregnant I was a proper stoner. I used to just 
smoke weed all the time so that was one of the first things that you went oh 
that needs to stop or at least very much cut down and then she (sister) 
went “oh yeah and then don’t you replace weed with drink, because you 
know it can cause all kinds of problems” […] I feel proud of how little I 
did drink, at the same time I did drink so there’s that little bit of iffiness 
with me, but I think that’s just because of the fact that I set really high 
standards for myself especially with using marijuana and that stuff. And 
that didn’t stop but I did cut down as much as I physically could, even 
mentally could. So the alcohol, it feels like it’s so easy, in comparison  





The weighing up of risk here is interesting, as she noted that she felt some “iffiness” with 
the fact that she had been drinking in her pregnancy. This was compared to how she felt 
about cutting down her drug use, and in the wider context it seemed that when compared to 
her lifestyle before pregnancy she had done as well as she could during pregnancy. This 
was also related to behaviour in her peer group (see p. 129), as friends of her had been 
drinking large amounts of alcohol and also smoked marijuana.  
 
Overall, the lifestyle changes that came with the pregnancy were seen as important, the 
baby’s health being the primary objective. Adaptation of lifestyle is part of the transition 
into motherhood, but changes in activities and lifestyle may conflict with women’s self-
identity (Bailey, 1999). One woman described her usual drinking pattern before her first 
pregnancy as frequent and related to socialising after work. She noted that the 
opportunities to drink were limited in the second pregnancy, due to having a child to care 
for, but in her first pregnancy she could still go out and socialise. Drinking was then seen 
as something she enjoyed and also a way to preserve her pre-pregnant self.  
I’d give myself a break and not give up everything that I enjoy so the odd 
glass of wine I thought was fine […] I was still a little bit of me rather 
than so much change in one go but yeah I wouldn’t drink heavily […] I 
think with (first child’s name), she was the first so I didn’t have any 
responsibilities at home so I still went out a fair bit and every couple of 
weeks if that I might have a glass of wine […] I drank a lot less (in second 
pregnancy) not just because I was pregnant but because I didn’t want 
(first child’s name) to see me drinking. So that was like a different 
influence really rather than the actual pregnancy 
English Woman 2 
 
While intrapersonal factors, such as attitude and feelings about becoming a mother played 
part in changes to alcohol habits, there were also narratives around the social environment 
and how that supported or discouraged abstinence. This was different to the anecdotes 
described earlier, as this was explicitly around being told to drink; “I think more people 
told me to drink than not to drink, generally” (English Woman 17). For one woman this 





A few days before I gave birth it was (partner’s name)’s birthday and his 
granddad he is, they’re very old fashion they can’t see why a pregnant 
woman can’t drink a whole bottle of Cava. And it’s like “because I am 
pregnant, no” but then I ended up having half a glass of that. But then 
there was loads of times where I would have a glass of alcohol and I’d 
either go “yes okay then” and have a spritzer version […] But there were 
a few times where it was kind of, not that I had to (…) drink because, but 
it was like a very - I had to be socially polite, I couldn’t just go “no I’m 
pregnant 
English Woman 18 
 
Influence from people around them was not found in narratives from the Swedish parents; 
apart from a few anecdotes of older relatives who felt small amounts would not be harmful 
(see 5.2.2). They spoke about social disapproval with drinking during pregnancy, and 
argued that if they saw someone who was doing it they would feel very uncomfortable. 
One woman described a dinner with her husband’s friend and wife, whom she was just an 
acquaintance with. Both women were pregnant at the time of this dinner and while the 
woman I interviewed did not drink, the acquaintance did. The woman described feeling so 
uncomfortable that she did not want to see the couple again. One partner noted that in his 
social environment, abstinence from alcohol use or smoking during pregnancy was a 
certainty.  
Like with family and that, with me and (partner’s name) it’s nothing weird 
[pause] not among friends either really. What I [pause] like you might be 
like the ones you hang out with. That they have the same perception as 
yourself. Then I have read about or heard of, or I have even seen a 
pregnant woman smoke, who was daughter of someone I knew and then 
when I saw her smoke I was very perplexed, I didn’t think you’d do that 
[…] Nothing like among friends and family who have questioned that she 
doesn’t drink, never. It’s probably been the other way around if (partner’s 
name) had been having a beer, like 4.5%, then I think people would have 
looked at her and maybe and like wondered like “what is she doing”? 





This suggests that the social norms in Sweden strongly stigmatised drinking during 
pregnancy, which was not necessarily the case in England. One English woman described 
how being pregnant at the same time as her cousin who chose to drink, left her feeling that 
there was almost a negative attitude towards her for choosing not to drink. Just like the 
partner in the extract above who spoke about how there were some commonalities in the 
group of friends that he interacted with, one English woman described how she did not 
specifically experience pressure to drink, but rather that other women in her family had 
made the decision to have some alcohol and that she was being judged and perceived as 
different for choosing to abstain 
So that was like people was saying to me “oh well she’s doing it” and I 
felt like I was the one then who was, because I was saying I didn’t wanna 
do it, I felt like I was saying that she was wrong, you know what I mean. 
And I feel that people were a bit like, I don’t know like “stop being so” 
you know what I mean, like “loosen up a bit” kind of thing 
English Woman 11 
 
This woman also noted that while this was the case in her family, her friends who were 
pregnant at the same time and had also chosen not to drink had created a more supportive 
environment, so for example when they went out for dinner together no one would 
pressurise her about drinking.   
 
Changing alcohol habits was not just a process that affected the woman, but also included 
changes for their partners even if they did not cease drinking completely. One narrative 
that emerged was the concept of drinking within the couple, and having shared habits. As 
mentioned earlier, one partner spoke about that whilst the couple did not drink much at 
home, they did if they went out. However, when the woman was pregnant and did not go 
out, then neither did he. One woman spoke about the changes, which for her partner meant 









He didn’t have that bottle of wine that we used to share every other week, 
he didn’t drink that. However he might have had a few beers instead […] 
but he never drank wine with dinner when we were alone for example […] 
I think it was that he didn’t want to drink an entire bottle himself so he felt 
that opening a bottle of wine was unnecessary  
Swedish Woman 2 
 
Most women felt that the partner’s drinking did not affect them and were happy for the 
partner to continue to drink. Interestingly several women had encouraged their partner to 
drink, as in these cases it was felt that although they could not drink then, their partner 
should be able to. This was also confirmed by some of the partners.  
No it didn’t bother me whether he’d drink or not in fact I’d actually 
encourage him sometimes because I can’t, you know if there is a situation 
where I can’t then that’s when I’d think that one of us should 
English Woman 2 
I felt that I have no right to sit here and have beer. But she has always 
thought that it was okay. And it has even been that she have gone to get 
the beer and “I have put beer in the fridge for you” and then it’s like 
“yeah well okay then” 
  Swedish Partner 6 
 
Women were of the opinion that whilst they could not drink, this did not mean that their 
partner had to change their drinking habits. As evident from the quote from the Swedish 
partner above, which was confirmed by most of the other partners as well, they were 
somewhat wary about drinking as they did not want to do something that the woman could 
not do because she was pregnant; “It was kind of a solidarity thing so I felt bad if I was 
going out because obviously (wife’s name) wasn’t going out so I’d feel pretty bad if I were 
going out without her” (English Partner 2). Only one woman, who was currently separated 
from her partner, explicitly described how she felt that she was lacking support. While it 
did not change her decision to avoid alcohol, she felt that the presence of alcohol in the 
home plus the fact that her partner made no changes to his drinking habits made it harder 
for her.  
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I thought he was gonna be a bit more supportive with having the child we 
wouldn’t drink together or he would slow down… but he just carried on as 
before 
English woman 3 
5.3.4 What are the perceptions about right and wrong behaviour during 
pregnancy?  
 
Table 20. Theme III: Moral discourses 
Subtheme Illustrative quote 
Autonomy and 
responsibility 
If it’s in moderate you know it is their decision isn’t it. I would never do 
it but if it was, I don’t feel like it’s right to judge somebody else, 
especially when they have, that you say health professionals that advise 
it […] it’s not gonna harm the baby if they have a glass of wine every 
now and again. If I saw somebody going into an off-licence maybe 
buying loads of [laughing] like a big bottle of vodka it might be a bit…  
English Woman 1 
Social norms I did find when I was heavily pregnant, even that one beer. The one 
beer I was having, because of the attitude of other people. I felt that I 
couldn’t even have that because I didn’t want to deal with their… 
condemnation. 
English Woman 13 
 
One of the central themes of discourses concerning drinking during pregnancy was the 
conflict between the women being able to decide about their own bodies, and the rights of 
the foetus to not be exposed to alcohol; described in the literature as the maternal-foetal 
conflict (Lupton, 2012; Markens, Browner & Press, 1997). Both discourses were emotive, 
especially around the rights of the foetus. Ensuring the health of the baby was seen as 
being part of parent responsibilities, which was discussed among English as well as 
Swedish parents.  
 It really sparks something within me. Yeah that you, but the baby can’t 
choose. They just get it (alcohol) in them. No so I get really annoyed. Now 
I have never had anyone close who has done that then I would really have 
told them off [pause] no that is so not okay 
Swedish Woman 12 
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 Obviously it’s everybody’s personal choice to do that […] but I do think 
it’s wrong in the sense that if they know that it is putting the child at risk 
and then they go and carry on doing that then, I probably think that is a 
bit naughty really 
English woman 6 
 
Strong adjectives were used by Swedish parents to discuss women who drink alcohol 
during pregnancy. Parents described drinking as “disgraceful” or that women who drink 
were “stupid”. English parents who disagreed with drinking during pregnancy used terms 
such as it being “naughty” or them feeling “uncomfortable” about it, which in contrast 
suggests a difference in social norms and how strongly alcohol use during pregnancy is 
stigmatised. In general, this was a reoccurring theme across the samples; Swedish parents 
were clearer in that they believed drinking during pregnancy was wrong which was an 
attitude with little nuance. It was seen as an issue that was black or white - you drink or 
you abstain; “I think it is disgraceful, but that’s just what I think. I don't think it is [pause] 
and if you have you chosen to have a child and you get pregnant then you have a 
responsibility” (Swedish Partner 1).  
 
Among English parents, however, the official drinking guidelines were a reoccurring 
theme that impacted attitudes towards women’s responsibilities. Parents often felt they 
could not judge others behaviour as the guidelines in place at the time allowed for some 
levels of drinking. Therefore, autonomy had a central focus in English parents’ narratives.  
(Drinking is a) personal choice, keep it at a lower level. Because it isn’t 
for very long, but equally I don’t think that it helps women to be public 
property, when they are pregnant. To disengage their own brains 
English Woman 13 
 
While the idea of women deciding for themselves was expressed in the extract above, one 
Swedish partner had explicit views on whether women have the right to decide. He 
described it as a political issue of gender equality, where he positioned himself against the 
idea that women’s drinking during pregnancy was a question of an autonomous decision.  
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I think the difficult is, like we talked about it is this thing about... what is 
on the agenda who’s body it is because we are equal so between the man 
and the woman so it is damn difficult, it is difficult not to bring it up 
because… where is the limit for autonomy for your own baby […] I don’t 
think it is that difficult to abstain and if you think it is difficult to abstain 
when you are pregnant then you have a different problem. That you might 
need to deal with before you are pregnant. But it’s like if you are to be 
drinking and stuff when you are pregnant then maybe you shouldn’t have 
children 
Swedish Partner 1 
 
When anecdotes of practices in other countries were mentioned, it was not taken as 
evidence that prenatal alcohol use would appropriate or acceptable.  
 You’ve heard that in USA and France and that it can be okay with a 
glass but it is really taboo in Sweden the way I see it that it is you don’t 
drink when you are pregnant 
Swedish Partner 6 
 
The cultural aspects, relating to differences in alcohol policy in Sweden and England, were 
also prominent as several women did not even want to go into a liquor store when they 
were pregnant. Swedish alcohol control policy states that alcohol over 3.5% ABV can only 
be sold in separate alcohol stores, leading women to feel that other people would presume 
they had gone in the store to buy alcohol for their own consumption. The perceived stigma 
was therefore not only related to drinking alcohol beverages in public, but to enter the 
liquor store with a visible pregnant abdomen.  
 
A few English women described feeling uncomfortable consuming alcohol due to 
perceived judgement from others, yet the discussions around public opinions were more 
prominent among Swedish parents. One English woman, who continued to drink during 
pregnancy, felt that stigmatisation of drinking during pregnancy was related to social class 
and would be viewed differently depending on what socioeconomic grouping one belongs 
to and the environment of such groupings. This was also reflected in how English parents 
talked about acceptable (responsible) drinking when pregnant; most commonly the 
reference was made to wine. Previous research has suggested that certain drinks, such as 
  
140 
wine, are perceived as more acceptable during pregnancy (Ford, 2013) as wine drinking is 
perceived to be sophisticated and associated with a higher social class, which is then 
constructed as less problematic behaviour.  
I think there is sort of a taboo, depends on where you go to in terms of 
socioeconomic situation. Like if you went to like a working man’s pub in a 
rough area you would probably see women sitting there smoking and 
drinking. Whereas the places where I am more likely to go would be more 
sort of middle class and people would be a bit more… looking down at 
you if you… certainly if you looked like you were drinking to a reasonable 
level  
English Woman 16 
 
5.3.5 Perceptions of alcohol advice  
 
Table 21. Theme IV: Perceptions of alcohol advice 
Subtheme Illustrative quote 
Main message “We don’t recommend that you drink at all, however if you do these 
are the limits that are advised”  
English Woman 10 
 
They probably just asked the question;”what is your view on this thing 
with alcohol” and then said that ”no I am not going to drink 
anything”, like why do they ask the question! And like “no, no that’s 
good you shouldn’t drink when you are pregnant 
Swedish Woman 16 
Comprehensiveness and 
effectiveness 
I think there’s not a huge amount given to you when you actually 
become pregnant and go to the midwife the only thing at the start was 
sort of the midwife saying how much you know how many units of 
alcohol do you drink a week normally or if do you drink anything now 
and that was sort of an in-the-air-question and it was never you know it 
was never touched on why it would be bad 
English Woman 5 
Tailoring I think that maybe if it had been more of an issue for me that they might 
have talked to me more 
English Woman 4 
 
There were distinct differences between the two countries in terms of advice given. All 
Swedish parents had been given the advice to abstain and that the best option was no 
alcohol at all. Among the English parents the advice however, the advice varied. Whilst 
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some parents had been recommended not to drink at all, several parents had been given the 
recommendation to only drink small amounts if they chose to drink. One partner described 
the advice as highly ambiguous, with the decision being left to the woman.  
I think generally they, because it’s such a grey area they gave the grey. So 
they sort of said “there’s more evidence to say not but it is advised not to, 
but a glass of wine is (…)” they didn’t say definitively don’t have a drop 
or definitely do. They sort of left it to our decision, so left it to (wife’s 
name) to make that decision but I wasn’t going to make that decision 
English Partner 1 
 
While ambiguity was one aspect mentioned, which indicated a lack of clarity in the 
communication of the advice, conflicting advice was also mentioned by a few parents. In 
these occasions they had been given particular advice by one health professional, then 
different advice from another health professional. One woman, who had previously been 
discouraged to drink, was later advised to consume alcohol before giving birth.  
 I was surprised that my midwife told me to not have any alcohol at all I 
probably went on google and saw what that […] but it depends like with 
breastfeeding, because I’m breastfeeding and some people sort of say that 
you shouldn’t be having any alcohol at all and some that you can have a 
bit of alcohol if you like and it’s not really a big problem… and then there 
will be people in the middle […] I probably found it that she didn’t go into 
a lot of details but I imagine that the midwife just asked me a bit about 
what my alcohol habits were like and I sort of said that “oh I just have the 
odd you know odd half lager or the odd shandy” and she said “that was 
before you were pregnant, you’re not drinking anything now?” and I said 
“no that’s now” that’s when she said that “you shouldn’t be having 
anything now” […] just a week before I went into labour my usual 
midwife was on holiday so I got a different lady and she sort of said “oh 
go home and have a curry and have a big glass of wine” and then I was 
thinking “what?! You can’t tell me to have a glass of wine, because I have 
been told not to have any alcohol at all” 




Confusion did not only relate to the practice of the midwife but also the official guidelines 
as well. One woman, who had two children and had been pregnant under former guidelines, 
expressed confusion relating to how the guidelines have changed over time. 
Well I think it seems to change every two minutes, really the essence of 
what I got when I had my first boy the advice that they gave was that you 
can have one or two units once or twice a week, and then when I was 
about 8 weeks pregnant they suddenly changed that to say you shouldn’t 
have any alcohol at all in the first three months. And then this time around 
they said “oh you shouldn’t really have any at all but if you do it is alright 
to have one or two units once or twice per week and said that again, but 
try not to sort of in the first three months”. But didn’t really get a great 
deal of information about it, it was literarily in passing that sort of what 
you should do 
English Woman 16 
 
As has already been indicated, some parents noted that they had not been given in-depth 
information about alcohol and pregnancy. Some parents felt that because they only 
consumed low levels of alcohol pre-pregnancy, this led midwives to think drinking during 
pregnancy would not be an issue and did not need to be discussed; “I think it was like this 
that when she saw our (AUDIT screening) results and saw that “this couple doesn’t drink 
that much” or “didn’t drink much before pregnancy and this doesn’t seem to be a 
problem” ” (Swedish Woman 1).  
They talk you through like there’s so much information so it’s sort of like 
“you’re not a risk factor” […] I think if you say like “yeah I am alcohol 
dependent” or something they would be a lot more, because I was like “I 
don’t drink or I drink once a month or whatever” they, I don’t think they 
felt like they needed to pursue it with me 








Then it wasn’t much more about that, “yes we think it’s bad” and “do you 
can contact us if there’s something”, like that. That was probably the 
feeling I got, it was not so much more than that. But I still think that there 
was a possibility for us to get information if you wanted, but we had 
already simply decided we didn’t want to do it 
Swedish Partner 5 
 
A few parents believed that their social class and level of education might have an impact 
on the amount of information they were given. One woman noted that in her first 
pregnancy she lived in a deprived area with high levels of teenage pregnancies. The 
midwife recommended her for to attend birth classes elsewhere, where she would have 
more in common with other expectant mothers; “I hate that sort of snobbery, like class 
snobbery but you know maybe it was a bit of that that she just thought that I wouldn’t do 
anything” (English Woman 2). The assumption made by the midwife that she wouldn’t 
drink appeared to be related to her higher level education as well as older age than many 
other women in the midwife’s care.  
 
Alcohol advice in Swedish maternity services was described as more structured. Most 
Swedish parents could recall filling out an AUDIT questionnaire, but this did not equate to 
more detailed information about the reasons for why alcohol should be avoided. One 
partner argued that; “They went through it with alcohol and nicotine that you should 
abstain from it when you are pregnant […] but they never say like why, or what can 
happen” (Swedish Partner 3). Contrary to that statement, one Swedish woman felt that 
there was too much focus on alcohol despite her clear mind-set that she was not going to 
drink.  
Even though you said you didn’t drink, yes before, I know that it was 
something you wouldn’t do they still had to push the information on you 
and explain why it was so important. When it felt like it wasn’t any 
concern […] I think you got some leaflet and it said that about birth 
defects and that. And then that you had a foetus growing inside you. But I 
didn’t really read that 





Among English parents, the fact that the discussion around alcohol had not been pursued 
further potentially was related to the fact that alcohol was not considered to be “a big 
thing”.  
They asked me you know what I was drinking, and I said the truth, and 
was it really. We didn’t really move on from there. And from there I was 
handed a few leaflets. I can’t remember it being a big thing, it wasn’t 
really a big, I think it’s so well publicised. It's not like, not like people 
don't know that they are not supposed to drink when you’re pregnant 
English Woman 13 
 
Some compared this to smoking, with one woman was perceiving this as being the main 
risk factor of focus; “Any leaflets or pamphlets were mainly arranged around smoking 
rather than drinking, it was a big push for not smoking during pregnancy rather than 
drinking” (English Woman 3).  
 
A final consideration on the topic of health information was how to depict drinking during 
pregnancy. All parents were shown a variety of written health education material used in 
antenatal care (Appendix M) from different countries, through awareness campaigns or as 
promoted by FASD interest groups. One of the most discussed leaflets was an Italian 
awareness campaign called “Mama beve bimbo beve” (mom drinks baby drinks), featuring 
a foetus in a drinks glass. Some women found the picture repulsive and rather upsetting 
while others found that it got the message across that alcohol is harmful to the developing 
baby. An interesting observation was that although there were mixed opinions within the 
samples, only some of the English women questioned the accuracy of the image. They 
perceived the image to be misleading as they believed the placenta filters some of the 
alcohol and consequently the exposure to the foetus would not equal what the mother had 
consumed. Some parents believed that this would be a good approach to influence women 
to abstain from alcohol during pregnancy. Reasons given included the graphic nature if the 
image and because the image did not require the text to be read on order for the message to 









The aim of this study was to contrast the perceptions of alcohol use during pregnancy and 
alcohol advice in antenatal care among parents living in Merseyside and Örebro County. 
The findings from this study, which gives a greater insight into possible influences of 
behaviour change during pregnancy, can be used to inform policy and practice to prevent 
alcohol exposure, and support pregnant women to make informed decisions. The 
comparative approach also identified that social norms regarding alcohol use during 
pregnancy fits within a cultural context, which further highlights the need for clear 
information communicated in an appropriate manner.  
 
One important aspect was the context in which women continued to drink. English women, 
who continued to drink, drank at special events such as at Christmas. Previous research 
which included pregnant women and new mothers showed that special occasions were 
considered exceptions when women felt it was acceptable to drink (Meurk et al., 2014). In 
addition, the current study also showed that narratives around drinking were related to 
socialising with friends, which may relate to a desire to retain self-identity in the many 
changes occurring during pregnancy. Bailey (1999) argued that while many women 
embrace the transition to motherhood, changes in lifestyle during pregnancy represent 
another way in which they were losing their self-identity. For many women this transition 
appears natural, where nine months of abstinence is not a problem (Meurk et al., 2014) and 
changing alcohol habits is viewed as part of preparing for parenthood (Skagerström, 
Häggström-Nordin & Allehagen, 2015). The current study has suggested that the changes 
women made in their drinking habits involved a re-definition and negotiation of their 
social role. Understanding the contexts in which women may drink is important in further 
designing health education and interventions to reduce or prevent alcohol use during 
pregnancy.  
 
The notion that alcohol use during pregnancy can be harmful, and should be avoided, was 
mentioned by many parents as tacit knowledge that was not gained from health 
professionals. This knowledge was believed to exist in society amongst most people; 
however this argument was stronger amongst Swedish parents. This resonates with 
previous research from Sweden where a focus group study with 34 women (of fertile age) 
found strong agreements among women that pregnant women should abstain from alcohol 
(Skagerström, Häggström-Nordin & Allehagen, 2015). Among English parents in the 
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current study, there was a bigger emphasis overall on the ambiguity in the evidence around 
the risks of drinking small amounts. While the perception was that there is an element of 
common sense in avoiding alcohol, it was primarily noted that it is common sense to not 
drink heavily. This also seemed to influence some parents to use anecdotes and other 
women’s experiences as a source of information, which affirmed perceptions that some 
drinking may be acceptable. Raymond et al. (2009) found that women found reassurance 
in anecdotal evidence from other women who had consumed alcohol during pregnancy 
without seeing any subsequent harm to the baby. There has also been unclear news 
reporting in British media, such as in The Independent which in 2012 stated that even 
small amounts of alcohol can harm the baby (Laurence, 2012), and then later in 2013 
argued that moderate amounts will not harm the baby (Cooper, 2013). It is possible that 
there is less agreement among people in England on whether drinking in smaller quantities 
is a problem, based on such depiction within the media. Strong beliefs that alcohol is 
harmful to the baby, defined in the health belief model as ‘perceived threat’ (Sallis, Owen 
& Fisher, 2008), are likely to encourage women in Sweden to abstain due to their high 
perception of risk. The model stipulates that if women do not perceive the threat to be 
important (e.g. FAS is a risk that is only associated with high levels of drinking) and that 
the severity of the threat (FAS) is not related to own behaviour (drinking small or 
moderate amounts), the risk subsequently is not perceived as high and will not influence 
women to abstain especially if they also perceive benefits (e.g. relaxation or ‘a treat’) from 
drinking. The current study supports these constructs within the HBM, as some English 
women who chose to consume some alcohol argued that small amounts do not cause FAS. 
In contrast it was particularly clear that Swedish women perceived this threat as severe, as 
some would not even consume non-alcoholic beverages that contained very small amounts 
of alcohol. 
 
There appeared to be less clarity or consensus in English healthcare on the main advice 
given to pregnant women and their partners. Swedish parents were clear that they were 
advised to completely abstain from alcohol, reflecting previous research that almost all 
pregnant women (85%) perceived that abstinence was the advice given in Swedish 
antenatal care (Nilsen et al., 2008). In contrast, figures from England have shown that only 
around a third of women were told to stop drinking completely  (McAndrew et al., 2012). 
Qualitative research from England has also indicated perceptions of confusion and 
conflicting advice being presented in antenatal care (Raymond et al., 2009). However, this 
is also the case in countries that promote complete abstinence, such as the Netherlands and 
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Australia (Anderson et al., 2014b; Crawford-Williams et al., 2015b; 2015c; van der Wulp, 
Hoving & de Vries, 2013).  
 
There is a great deal of focus on risks during pregnancy, and as such the pregnancy is 
highly medicalised (Rothman, 2014). However, few studies acknowledge that women may 
hold beliefs about benefits from drinking. Retaining self-identity may be viewed as a 
benefit, or reason, for women to drink. Raymond (2009) found that women also used 
alcohol as a way to cope with the stress of being pregnant which constituted a clear benefit 
for them. Furthermore, Loxton et al. (2013) found that women evaluated the risks with 
drinking in relation to the type of beverage they consumed, where beer or wine was 
considered safer than spirits. Similar opinions emerged in the current study where the 
narratives around “having a glass of wine” made it clear that there is something 
sophisticated with drinking, for example, wine which may influence women to perceive it 
as a ‘safe’ type of alcohol. Similar perceptions have also been found in a study in the 
general population (Little et al., 1981), where liquor is more commonly mentioned as 
harmful than beer or wine. Ford (2013) also argued that there is an association between 
type of drink and social class. In the current study English parents most commonly 
constructed drinking in terms of “a glass of wine”, sometimes specified as consumed with 
dinner. In contrast negative views were expressed regarding consuming beverages such as 
vodka or Blue Wkd. These distinctions, which appear to be rooted in perceptions of social 
class, are interesting in contrast to Swedish parents’ perceptions which suggested that all 
drinking was bad, without distinguishing between types of beverages.  
 
Both abstainers and women who continued to use alcohol noted that if they consumed 
alcohol and there was something wrong with their child then there would always be a 
question about whether the harms were caused by the alcohol. Raymond (2009) noted that 
women who perceived the risks with drinking as high were more likely to abstain 
completely. Elek et al. (2013) also found that non-pregnant women who believed complete 
abstinence was the best choice were more likely to have a negative attitude towards any 
alcohol use during pregnancy. This was reflected in the current study as women who 
continued to drink acknowledged the ‘what if’ argument, but also argued that the small 
amounts they had consumed were not going to cause harm. A possible explanation for this 
reasoning may be that almost all parents attributed heavy drinking to risk of harm which 
reflects previous studies (Anderson et al., 2014b; Kesmodel & Schiøler Kesmodel, 2002; 
van der Wulp, Hoving & de Vries, 2013). It needs to be emphasised that the guidance 
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provided from NICE did at least to some extent influence the decision to drink for some 
English women in this study. One woman specifically described how she had intended to 
abstain, but changed her mind once she learned that small amounts could be consumed. 
 
With the uncertainties around what the consequences of drinking during pregnancy are, in 
regards to small amounts, it is possible that women who continued to consume alcohol 
perceived the risk of harmful effects to the foetus as small, since they did not consume 
what they believed to be harmful amounts; in other words ‘heavy drinking’. In contrast, 
some Swedish women mentioned how they had felt apprehensive to drink or had even 
avoided drinking, for example, non-alcoholic wines that contained less than one percent 
alcohol. Lowe and Lee (2010) argued that the trend of moving towards recommending 
abstinence during pregnancy, as the British policy has since 2007 and emphasised even 
stronger in 2016, means that “policy makers have formalised a connection between 
uncertainty and danger” (p. 302). Related to the perception of risk in terms of quantity was 
the finding that several women who continued to consume alcohol described how they did 
not want to suffer from the effects of the alcohol. The association of alcohol harm and 
intoxication could be a modifying factor in terms of perceived susceptibility of negative 
consequences (‘if I can’t feel the alcohol my baby won’t feel the alcohol and the risk of 
harm is therefore low’). This could have resulted from an information gap, in that 
midwives had not described the process of transfer through the umbilical cord and the 
placenta. A few women were sceptical about leaflets that communicated that the baby 
ingests the same amount of alcohol as the mother, believing this  to be false as the 
placenta filters the alcohol.  
 
One particular focus of this study was the influence of partner drinking, in terms of alcohol 
consumption. Similar to previous research (Crawford-Williams et al., 2015b; van der Wulp, 
Hoving & de Vries, 2013) women in the current study perceived that they were not 
influenced by their partner’s drinking habits, although some women who drank noted that 
had their partner abstained or been a teetotal they would have been more likely to abstain 
themselves. Peadon et al. (2011) found that although women did not perceive their 
partner’s habits as important for their own behaviour, 38.3% said they would have been 
more likely to abstain if their partner had encouraged them to and 30.5% had abstained if 
their partner had stopped drinking alcohol as well. However, the study by Peadon and 
colleagues did not differentiate between heavy or light drinkers. Bakhireva et al. (2011) 
found that women whose partner was a heavier drinker were significantly more likely to 
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continue to drink during their pregnancy than women whose partner was a light drinker. 
The current study did not focus specifically on partners’ level of drinking; however this 
may be an important focus for future research.   
 
There were accounts from both women and partners that the partner’s alcohol habits 
changed, regardless of whether the woman felt it had influenced her habits or not. One 
reason was that joint drinking habits changed once the woman got pregnant. Van der Wulp, 
Hoving and de Vries (2013) found that the feeling of losing their drinking companion was 
a reason for partners to cut down their own drinking. It is possible that partners were 
subconsciously preparing for their new social role as a father and the loss of the partner as 
a drinking partner had influenced their own consumption. However, women whose partner 
did not drink with them in the home did not necessarily change their habits as their 
drinking environment had not changed. The current study has not provided a convincing 
case that partners influence women’s continued alcohol use during pregnancy. However, 
women who drink a considerable amount during pregnancy and whose partner was a heavy 
drinker may have been less likely to take part in the study. Women in the current study 
who continued to drink described their intake as small and occasional and partner’s 
influence may be more of an issue in couples where one or two partners are drinking at 
high levels.   
 
A major difference that emerged between the two countries was the consistency in alcohol 
screening in antenatal care. Among the English women there were varied experiences in 
how the question of alcohol was brought up; some had been asked about pre-pregnancy 
habits whereas others described it as more of a ‘tick-box exercise’ to get a yes or no 
answer as to whether they were currently drinking. Several studies have noted lack of 
consistency in advice about alcohol use during pregnancy, and that advice from health 
professionals does not always align with information found in other sources such as 
pregnancy books or the internet (Anderson et al., 2014b; Loxton et al., 2013; Raymond et 
al., 2009; van der Wulp, Hoving & de Vries, 2013). The experience among Swedish 
parents was however consistent in that they had filled out an AUDIT questionnaire to 
assess their drinking habits before pregnancy and discuss alcohol use during pregnancy. A 
Swedish study including 1,108 midwives surveyed in 2009, showed that 98% used a 
questionnaire to detect risky drinking among pregnant women. This was significantly 
higher than among midwives surveyed in 2006 (n=974), when 35% reported using a 
questionnaire (p  .001). When asked to specify what questionnaire they used, all 
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midwives reported using AUDIT (Skagerström et al., 2012). The practices of midwives in 
the two countries is further described and discussed in Chapter 6.  
 
 
A common theme in both samples was that the midwife did not pursue the topic of alcohol 
much further beyond the initial question asked. Women therefore perceived that since they 
were not at risk there was no need for more information. However, most parents also said 
they believed it would be beneficial if midwives did provide such information, where the 
preferred medium of communication was verbal information as there was an element of 
‘information overload’ of written material from the midwife in regards to other health 
information. Previous research has suggested that women perceive that appearing a certain 
way influence how much and what kind of advice they receive. Edvardsson et al. (2011) 
showed that men and women who attended antenatal care felt that if they came across as 
healthy, the midwife would not provide further health-related information or advice.  
 
Specifically related to alcohol, Jones et al. (2011) interviewed both pregnant women and 
midwives and found that women felt that alcohol had not been discussed beyond the initial 
screening questions at the booking-in appointment. Midwives said they would refer 
women to substance misuse services if they were concerned about misuse, however it 
seemed information was limited or absent unless a woman’s drinking was deemed as 
problematic. Similarly, Anderson et al. (2014b) found that the reason women believed they 
had been given limited or no information about alcohol was that they “looked” as if 
alcohol would not be a problem for them during pregnancy. Considering that parents in the 
current study were open to receiving more information about the risks with drinking, and 
that some described getting advice from family, friends, and media and were aware that the 
advice is different in other countries, antenatal care needs to be seen as an important arena 
to provide a clear message about the official recommendations. Furthermore, parents 
believed that health professionals are in the best position to advise on alcohol as they were 
perceived as a reliable source of information, which has been confirmed in previous 
research (Anderson et al., 2014b; Jones et al., 2011; Kesmodel & Schiøler Kesmodel, 2002; 
van der Wulp, Hoving & de Vries, 2013).  
 
The current study showed divided opinions on whether a woman has the right to autonomy 
or if the developing foetus has precedence to the woman’s right to decide. Some parents 
felt that both aspects were important; while arguing that the foetus has a right to not be 
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exposed to alcohol they also expressed that women need to make their own choices. 
Whereas, Raymond et al. (2009) found that women believed they are responsible for their 
own health during pregnancy and that advice in health care will enable them to do so, the 
current study found that a lot of the opinions about the foetus’ prevailing rights were 
related to perceptions of a societal attitude towards the welfare of the baby. Among 
Swedish parents, the focus on the foetus was much more prominent than in England, where 
parents tended to emphasise the woman’s right to autonomy even when they expressed 
concerns for the baby’s health. This is an interesting finding which may be rooted in 
deeper cultural differences in how women’s drinking is viewed. Roumelitotis and 
Törrönen (2012) explored media coverage of women’s drinking over a 60-year period in 
Swedish media. They found that drinking during pregnancy was described as a collective, 
societal issue in the 1970s whereas in media coverage in 2004 emphasised that the 
“problem was expected to be handled by a responsible female consumer with the aid of 
available information” (p. 466). Although media coverage does not necessarily reflect 
public perceptions, it may explain why many Swedish parents held these views. Several 
Swedish parents also expressed the belief that if a woman continues to drink during 
pregnancy it must be because she has a drinking problem or lack of knowledge about the 
risks with drinking. As previously discussed, English parents distinguished between 
patterns of drinking and some acknowledged that if women drink in moderation then their 
drinking can be regarded as responsible. This highlights a clear disparity between the 
countries, as all drinking was regarded as problematic in Sweden, compared to England 
where it was discussed on a spectrum. 
 
The strong opinions against prenatal alcohol use tie in with theories of de-normalisation of 
behaviours that are viewed as unhealthy or even dangerous. De-normalisation policies 
have been discussed mainly within the context of tobacco, where policy measures such as 
restricted use in public places is likely to have had some impact on prevalence of smoking 
(Bell et al., 2010). In the case of alcohol and pregnancy, Sweden’s traditionally restrictive 
alcohol policy and long endorsement of a complete abstinence policy for pregnant women 
may have worked to de-normalise alcohol use during pregnancy, leading to the sense of 
stigma attached to it. This is interesting from a public health perspective, as Bayer (2008) 
argued that when an (undesired) behaviour is less prevalent, people who engage with it are 
more likely to be marginalised. It is important to highlight, particularly in the light of lack 
of evidence for harm at low levels, that good intentions with abstinence policy may indeed 
lead to further stigma of women who drink (Broom, 2008). Even though limited evidence 
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of potential unintended consequences suggest that few women may seek abortions because 
of alcohol use due to concerns (O’Leary, 2012), informing women about the risks with 
drinking needs to be balanced against the potential upset it can cause. A further issue with 
de-normalisation and subsequent stigmatisation is that it can discourage discussing the 
issue with health professionals, which has been evident with smokers (Bell et al., 2010). 
Perception of risk and stigma has also been shown to influence, for example, late access to 
antenatal care among women who use drugs, due to concerns about judgement from health 
professionals (Stengel, 2014). As Swedish parents in the current study expressed strong 
social norms against drinking during pregnancy, women may be less likely to be honest 
about their drinking. Such ethical aspects should be considered amongst health 
professionals when discussing current drinking with pregnant women. The issue with 
identifying women who consume alcohol during pregnancy and encourage women to 
discuss their drinking habits will be explored further in Chapter 6.  
 
As previously mentioned, continued alcohol use may have perceived benefits, which is 
based on the fact that alcohol has a social value in the society. Room (2005) argued that 
there are positive values associated with using psychoactive substances which “[…] 
demarcate the boundaries of inclusion and exclusion in a social grouping” (p.144). While 
alcohol is well-integrated in society and in social contexts for non-pregnant women, 
pregnancy constitutes a context where any alcohol use according to Room is stigmatised 
and may be viewed as morally wrong by others. The perceived stigma associated with 
drinking during pregnancy was framed in three ways in the current study: i) family and 
friends’ acceptance versus negative attitudes, ii) perceived societal attitude, and iii) 
structural barriers. Firstly, women who consumed alcohol often described an accepting 
attitude among family or friends who may have been doing the same during their 
pregnancies. Equally, women who abstained often, but not exclusively, described support 
from family and friends who shared the same views. It appeared that English parents who 
had family or friends who consumed alcohol during pregnancy, even if the couple chose 
not to, had a more liberal attitude to alcohol consumption. Despite their own perception of 
abstaining, they did not want to judge others who did. Secondly, the perceived social 
attitude was mentioned by several parents, some English women who continued to drink 
described feeling discouraged to have a drink at times due to the potential risk of being 
judged by others (Meurk et al., 2014). Finally, an interesting finding was that several 
Swedish women reported that they would not enter a liquor store when pregnant, in fear 
that people would think they were purchasing alcohol for their own consumption. The 
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inherent difference in access to alcohol, based on the Swedish retail monopoly system 
(Norström & Ramstedt, 2006), is interesting and this limited access may in fact discourage 
women from drinking. This may relate to the reoccurring narrative among Swedish parents 
that “everyone knows that drinking is bad”, which is supported in previous research (Jones 
et al., 2011). For example, seeing a pregnant woman drinking in a pub would therefore 
trigger negative emotions because parents suggested that it “looks wrong”. The overall 
policy environment may therefore contribute to attitudes towards pregnant women, as no 
English parents mentioned particular views on women purchasing alcohol in off-licenses 
or purchasing alcohol in supermarkets.   
 
Considering the different experiences in the two countries concerning the messages within 
antenatal care, it is also worth considering the use of written health education material. As 
presented in 5.3.4, parents in the two countries reacted slightly different to the variety of 
examples they were provided within the interview (Appendix M). While some expressed 
liking of the strong image featuring a foetus in a drinks glass (“Mama Beve Bimbo Beve”), 
others expressed scepticism towards the accuracy of such imagery and perceived it as 
inappropriate. Hastings, Stead and Webb (2004) argued that while the evidence in 
laboratory based research on the effect of threat appeal on behaviour has shown a linear 
relationship with increased threat, the natural environment of exposure to social marketing 
includes factors that are not controlled for in a laboratory setting. This includes that self-
reported behaviour does not equal actual behaviour and perception that fear appeal works 
for “others”. Furthermore, long-term exposure can create negative perception of the 
organisation conveying the message. One particularly important aspect is exposure to 
upsetting images to people who do not want to see them, and in the case of pregnancy the 
image displayed in the Italian campaign may, for example, appear upsetting to women who 
have had a miscarriage or a terminated pregnancy. An evaluation of the Italian campaign, 
including parents attending vaccination clinics with children aged 0–2 years (N=690), 
found that whilst 40% of parents expressed liking the approach of the campaign, 38% 
reported feeling distressed (Bazzo et al., 2012). Hastings and colleagues also noted that 
when the message reaches people not in the target group, it might contribute to increased 
stigma around the issue (Hastings, Stead & Webb, 2004). It has been argued that because 
of the potential for stigmatising particular groups through the framing of public health 
communication, ethical perspectives ought to be considered before implementing them 
(Guttman & Salmon, 2004). Furthermore, Lupton (2015) argued that using shocking 
imagery, or a “disgust” approach, may only reinforce perceptions of behaviour among 
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people who are already in marginalised segments of the population. Whilst the framing or 
content of alcohol information leaflets in different countries was not the main objective 
with this study, the findings around difference in perceptions and attitudes inform such 
research by emphasising the importance of being attentive to how the same message may 
be interpreted differently in different countries. Further discussion on this will be provided 
in Chapter 6.   
 
Recent research exploring the perception of messages about drinking during pregnancy has 
revealed that a threat appeal alongside with focus on self-efficacy to modify drinking 
habits may be effective without having negative consequences. The majority of the study 
sample were non-pregnant women and despite showing promising results on women’s 
perceptions and intentions to abstain or reduce their alcohol intake if they got pregnant 
(France et al., 2014), the real-life application of such an approach is debatable (Hastings, 
Stead & Webb, 2004). However, the study did not include graphic images, as used in the 
current study, so the two are not comparable in the strength of their threat appeal. France 
and colleagues however concluded that; 
If an honest and factual message is delivered by an expert and supportive 
source, along with an acknowledgement of the uncertainty surrounding 
risk to the fetus following low to moderate alcohol exposure in utero, then 
the message is likely to be persuasive as well as minimise counter-
argument   
(France et al., 2014, p. 11) 
 
This approach was also supported by parents in the current study, who acknowledged that 
the message needs to be clear and come from a credible source, which they believed to be 
antenatal care. These perceptions will be discussed and contrasted against the experiences 
of midwives in Chapter 6. Parents suggested that more information about the risks with 
drinking during pregnancy would be beneficial for expectant couples, in order to make 
informed decisions. Both women who consumed alcohol during pregnancy and women 
who abstained suggested that “other people” would benefit from information about the 
risks with drinking. It was however evident that they did not regard themselves in need of 
that information. Parents did not believe that leaflets were the best way of delivering the 
information but rather emphasised that verbal information from the midwife was the most 
effective mode of delivering the message. One reason they discouraged putting too much 
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emphasis on written information was that there is an element of ‘information overload’ 
(Anderson et al., 2014b; Loxton et al., 2013) limiting the attention paid to specific alcohol 
leaflets. It has been suggested that health professionals should not rely on written material 
to achieve desired behaviour change (Calabro, Taylor & Kapadia, 1996). This was 
supported by parents, who emphasised that contact with the midwife as well as verbal 
information were essential components to ensure the information is both delivered and 
received appropriately. 
 
The overall perception of the written health education material was varied but most parents 
wanted factual information they could relate to. Information about how many units certain 
drinks contain was mentioned as beneficial by some English parents, especially in light of 
the NICE guidelines to ensure that women who chose to drink did not exceed the given 
limits. Others however felt that providing information about units may make women drink 
too much. Furthermore, some parents believed that including images were important to 
highlight what the leaflet was about, with no visual representation of alcohol in them 
meant that it could end up with other pregnancy leaflets, because they “all sound the same”. 
In summary, using visual aids in the interviews allowed parents to express how they 
preferred the information to be delivered by contrasting different approaches against each 
other. In antenatal care, verbal and written information were valued as important, but many 
parents felt more detailed information about risks is needed and that antenatal care is the 
best arena in which to deliver health promotion messages.  
5.4.1 Limitations 
 
The study has several limitations that need to be acknowledged. The recruitment strategy 
resulted in a fairly homogenous sample with women who were well educated. English 
women were slightly older than the average age of first-time mothers in England (31.7 and 
28.3 years, respectively) (Office for National Statistics, 2013), whereas Swedish first-time 
mothers were of similar age to the national average (29.7 versus 29.01) (Statistics Sweden, 
2016). The findings in this sample are however relevant in conjunction with national 
statistics on alcohol use during pregnancy, as the 2010 IFS showed that the prevalence of 
any alcohol consumption during pregnancy was highest in the age groups 30-34 years 
(47%) and ≥35 years (52%). The IFS indicated that 7% of women consumed more than 
two units per week, but does not present amount according to age (McAndrew et al., 2012). 
In contrast, risky drinking among pregnant women in Sweden (>6 points on AUDIT) in 
2013 was 8% among women aged 17-29, compared to 4.7% among women over 30 years 
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of age. Due to the age of the sample it is therefore possible that women who drink at 
higher levels, who may be of younger age, were underrepresented.  
 
Most pregnancies were planned and there may be other issues related to unplanned 
pregnancies that influence women’s decision to abstain or continue drinking. Furthermore, 
social desirability and recall bias are always a potential issue with social research (Green & 
Thorogood, 2014) and it is possible that women chose not to report that they did drink 
alcohol due to perceived stigma associated with drinking, particularly in Sweden where 
social norms appear to discourage such behaviour. While the interview schedule included 
questions around participant’s own habits they were discussed within context of also 
asking what they thought of other people’s drinking. Furthermore, as the purpose was not 
to establish exact consumption levels, participants were asked to estimate their 
consumption in their own words about frequency and quantity unless it was too vague and 
they were encouraged to give a measure of estimate. Finally, the homogeneity of the 
sample may have contributed to saturation of data at an earlier stage than if the sample had 
been more diverse. Towards the end of the recruitment, specific services that focused on 
younger parents were approached in an attempt to recruit parents with different 




The results from this study indicated that pregnancy is a teachable moment for many 
women to change their alcohol habits, but that a range of factors influence whether women 
abstain. Constructs HBM were evident; risk perception was a strong theme that appears to 
have an impact on attitudes and behaviour. Perception of risks with drinking alcohol 
during pregnancy appeared high among Swedish parents, whereas English parents were 
unsure that consuming small to moderate amounts was indeed harmful. For women who 
continued to drink whilst pregnant, drinking was part of social events or special occasions. 
Perceived benefits of consuming alcohol in such contexts may have mediated thoughts 
about risks. The study also found that partner drinking does not necessarily determine 
whether a woman ceases or continues to drink but may be an important source of support. 
Partners may change their drinking habits, more often as a result of losing their drinking 
companion. Parents appeared susceptible to receiving information about the risks of 
drinking during pregnancy and value midwives as a source for such information. However, 
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women access information from a variety of other sources, and in the English sample it 
was evident that conflicting advice was provided from different sources, reflecting the 
variation in official recommendations from health authorities at the policy level at the time 
of the study (see 2.6.2). The consensus among Swedish parents was that the message in 
antenatal care was complete abstinence. Meanwhile, no consistent message was evident 
across the English narratives; some midwives advocated abstinence while others just 
emphasised that heavy drinking was a risk to the baby and should be avoided. Antenatal 
care was considered to be the best arena to provide such information and Chapter 6 will 
explore the perceptions of midwives on providing that information.  
 
Box 3. Key findings from Chapter 5 
 There is a lack of comparative studies exploring underpinning reasons why women may 
abstain or continue to drink during pregnancy 
 This study aimed to explore the perceptions of alcohol use during pregnancy and alcohol 
advice in antenatal care among parents living in England and Sweden 
 The narratives among Swedish parents focused on the rights of the foetus, whereas English 
parents also highlighted the importance of autonomy of the pregnant woman. Risk was 
interpreted at present at any level of drinking by Swedish parents, whereas the majority of 
English parents argued that small amounts may not harm the developing baby.  
 Partner drinking did not directly influence women’s decision about abstaining or 
consuming alcohol, however many partners adjusted when or what they drank which at 
times was a way to support the woman.  
 Wider social norms appear to influence the views around drinking alcohol during 
pregnancy in England and Sweden. Future health promotion campaigns and health 










Chapter 6: How do midwives address and prevent 
alcohol use during pregnancy?  
6.1 Introduction  
 
The focus of this study was to further explore the aspects of guidance around drinking 
during pregnancy, from the views of health professionals. It has been suggested that 
midwives have an important role in health promotion (Beldon & Crozier, 2005). For that 
reason, midwives are, in theory, well placed for screening and BI, but there is limited 
evidence as to what extent midwives are involved in these activities (Watson et al., 2010). 
In this chapter I present the findings from interviews with 16 midwives working in the two 
study locations. The overall aim was to explore their experiences of alcohol prevention and 
their perceptions around guidance on alcohol during pregnancy. The findings in Study I 
indicated that advice from midwives in antenatal care may be associated with continued 
use of alcohol during pregnancy, however Study II further suggested that there are other 
factors which play a part in women’s choices around drinking and how social norms differ 
between England and Sweden. In the next section I present the findings (see 3.5.2 for 
methods) and the chapter concludes with a discussion on the findings in relation to the 
existing literature and implications for policy and practice. 
6.2 Aims and objectives 
 
The aim of this study was to explore midwives’ experiences of working with prevention of 
alcohol use during pregnancy in antenatal care and their perceptions of national guidelines 
and available resources for prevention, and addressed 4–5 of the overall research questions 
(see 3.2). The specific objectives were to: 
 
 Investigate midwives’ perceptions of alcohol use among pregnant women; 
 Explore how midwives approach the subject of alcohol use with pregnant women 
in antenatal care; 
 Examine the extent to which midwives include the pregnant woman’s partner in the 
discussions around alcohol; 
 Explore midwives’ attitudes towards national guidelines on alcohol use during 
pregnancy; and 
 Contrast similarities and differences of alcohol prevention between English and 





Nine Swedish midwives and seven English midwives participated in the study (see table 6 
in section 3.5.2). The mean age of midwives in both locations was 48 years, however 
midwives in Sweden had on average slightly more years of experience than English 
midwives (16.6 and 14.1 years, respectively). All Swedish midwives were based at GP 
surgeries across Örebro County. Five midwives worked in the city of Örebro (population 
~140,000 people) and four worked in rural areas (population less than 10,000 people). 
Among the English midwives, four were community midwives while the remaining three 
worked in specialised areas (obesity, alcohol and drugs, and teenage pregnancies). All 
midwives worked in the Liverpool city area. The interviews focused on midwives’ 
practices around alcohol prevention and their views on drinking guidelines. Four themes 
emerged from the data; i) pregnant women’s lifestyle, ii) the role midwives have as 
professionals, iii) how to promote healthy lifestyle to pregnant women, and iv) practical 
aspects of prevention of alcohol use during pregnancy in antenatal care. In the next 
sections I will present the findings from each of these themes.  
6.3.1 Pregnant women’s lifestyle  
 
Table 22. Theme I: Pregnant women’s lifestyle 
Subtheme Illustrative quote 
Pregnant women’s 
alcohol habits 
Most of them will say they have stopped drinking  
English midwife 7 
Partners’ attitude That it (drinking) decreases. Not that they abstain completely but that it 
decreases. That’s probably my general (view) 
Swedish midwife7 
 
I wanted to get a sense of midwives’ perception of how common it is that women continue 
to drink, based on the statistics, which indicates that around 40% of English women 
(McAndrew et al., 2012) and 6% of Swedish women continue to drink (Skagerström et al., 
2013). However, in both countries midwives noted that alcohol use during pregnancy was 
very unusual. The general experience was that women would say they had ceased drinking 





Most of them, what they tell me, so the area that I cover in Liverpool is 
quite an affluent area, quite a professional area, it doesn’t mean that they 
can’t do it they can probably afford alcohol more than in other areas of 
Liverpool but most of them will say that they have stopped drinking  
English midwife 7 
My general view is probably that, I perceive that they are pretty few, in 
relation to how many who drink alcohol before they get pregnant so to 
speak. Most of them manage to quit. Then it has to, then I think there is 
some underlying reason to why you continue to drink. I think so. But we 
know so little about the women we have in front of us  
Swedish midwife 4 
 
The extract above from the English midwife introduced the idea of social class, where she 
noted that her area was rather affluent and the fact that women there could afford alcohol 
meant that they could drink if they wanted to. These views are important, as previous 
research has suggested attributes such as age or religion influence whether midwives 
address alcohol or drug use with the woman (Phillips et al., 2007). In contrast to parents’ 
perceptions that their appearance in relation to education or social class meant midwives 
would not address alcohol, midwives did not appear to make any judgments of that kind. 
In general, midwives noted that most women drink, and many at high levels, before they 
get pregnant. This lead them to express some level of surprise by the fact that so few 
women drink during pregnancy (see further 6.3.4). Many of the Swedish women talked 
about the pre-pregnancy drinking levels (see Chapter 5), and here an interesting contrast 
emerged between the countries. As maternity services in Sweden introduced screening 
using the AUDIT tool under the national ‘Risk Drinking Project’ (Nilsen, Wåhlin & 
Heather, 2011), many midwives used this tool and commented on drinking before 
pregnancy. Again, it was clear that despite high AUDIT scores women did not continue to 
drink after pregnancy recognition.  
What is interesting is that it happens that you have high AUDIT but you 
are very clear on no alcohol during pregnancy. I have probably 
experienced maybe two occasions where they were clear with that they 
had drunk alcohol during pregnancy 
Swedish midwife 7 
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The consensus among all midwives, even those with many years of experience, was that it 
was very uncommon that pregnant women continued to drink. In relation to their perceived 
low levels of reported drinking among the women they meet, midwives reflected on 
whether there is an issue with women not being honest about their alcohol consumption.   
I don’t think we can quantify that because I don’t know about the honesty 
[pause] of the women. If you take people on their face value and what they 
say what is happening I think the majority of women do stop drinking 
during their pregnancy. I honestly think that they do 
English midwife 1 
 
There is almost a contradiction in this statement as the midwife says she does think that 
women stop drinking, but at the same time women may not be completely honest. Another 
English midwife noted that she believed that there was a difference in level of honesty 
depending on the stage of the pregnancy.   
It’s very hard to get that message across really and I am not sure how 
honest women are when you interview them about alcohol during 
pregnancy.  I think at booking they are quite truthful, but later during 
pregnancy they may not be as truthful 
English midwife 4 
 
The argument about honesty developed later in the interview among some of the English 
midwives, where they would initially state that drinking was uncommon but later on 
discuss that some women may continue to drink. The question of honesty was not 
discussed with this sort of scepticism among Swedish midwives. This may relate to the 
difference in drinking guidelines, as one midwife in England specifically mentioned that 
because of the changes in guidelines over time, inaccurate and confusing information 









I would say that in my general opinion that most women have a little of 
alcohol during pregnancy partially because the information that we give 
them is very, you know misinformation really, the guidelines have changed 
and every year we seem to be giving them different information about 
alcohol what’s safe and what’s not safe so I think it’s really confused as a 
professional to be honest 
English midwife 4 
 
Because midwives argued that drinking was very uncommon, I was also interested to know 
whether they had come across babies with FAS, but midwives in both countries struggled 
to recall if they had indeed had a woman in their care who had delivered a baby with FAS. 
One Swedish midwife talked about her experience from working at the delivery ward, 
where she recalled having seen several babies affected by the mother’s smoking during 
pregnancy. However, she noted that she had not seen any babies affected by alcohol. 
 
Attitudes around pregnant women’s drinking were not widely discussed, as most midwives 
had already noted that the majority of women give up alcohol. One midwife however 
associated higher social class with continued drinking. This was drawn upon her own 
experience as she said; “I have spoken to ladies who are general directors and they say that 
they really long for that glass of wine and they’re not gonna stop or that gin and tonic […] 
it’s a form of relaxation for them (English Midwife 5). While the extract from the English 
midwife suggests that she acknowledged this potential social class perspective by 
specifying women who were ‘general directors; and ‘gin and tonic’, Swedish midwives 
rarely came across women who felt comfortable with drinking. One Swedish midwife 
described how she had been involved in a discussion with a woman from a different 
country, who was temporarily living in Sweden. The midwives’ experiences was that 
women continued to drink during pregnancy, which was influenced by the culture in that 
country. The midwife described this as an interesting learning point, and while the woman 
had seemed adamant that continued drinking was not a problem, the midwife had tried to 
explain why this was not a good idea.  
 
As shown in Chapter 5, the social environment of women was seen as a potential challenge 
for abstaining from alcohol. Midwives noted that a woman’s social life may not change 
just because she is pregnant and some were concerned that these situations could be a 
temptation for women to drink. Here, one midwife noted that special events, rather than 
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regular drinking, could be difficult for pregnant women. Interestingly, some parents in 
Study II argued that nine months is a short time in which giving up alcohol should not be 
difficult. In contrast, midwives described nine months as a long time and may therefore be 
challenging for women.  
Nine months is a long time and you think if you go to a wedding or you go 
to if there is a birthday, it’s something that you would normally do, 
because if you know, you might go to a wedding and have a drink, you go 
to a birthday party and have a drink and I suppose it’s challenging for 
women, not drinking in the week, or over the weekend or whatever it’s 
probably not that difficult 
English midwife 6 
So maybe just not drinking on a day-to-day, or a week-to-week basis but 
drinking a big night when there might be drink, so certain times like the 
one off 
English midwife 7 
 
This observation was explicitly addressed by one Swedish midwife, who told me that she 
would be attentive to special occasions that may come up during the pregnancy. She would 
notify women that there were many non-alcoholic wines or ciders at the liquor store, to 
make them aware that there were alternatives to alcohol but a way to still enjoy the 
occasion and feel included. Overall, strategies like that were not discussed among other 
midwives, which perhaps reflected the belief that most women abstain anyway.  
 
One of the specific aims of this research was to further explore the role of the pregnant 
woman’s partner. I therefore asked midwives about their views on partners’ attitudes and 
behaviour during pregnancy. One Swedish midwife noted that more focus could be put on 
the partner as a potential influence; “The dad, because that can be raised a lot more I think, 
yes actually. And it might be where it fails a lot of the time that it’s him who is pressuring” 
(Swedish Midwife 8)”. However, the overall consensus was that partners of pregnant 
women expect them to abstain from alcohol; however they themselves were unlikely to 
alter their own habits. Some midwives perceived it to be difficult to engage with partners 




I have partners come in who talk about drinking, they’ll say you know if 
they were concerned about something and I would reassure them, and 
they might say “oh good I can go out tonight then” you know “go out with 
the lads and get drunk” or something because that’s what they’ve been 
planning on doing. You don’t get the impression that they have given it up 
English midwife 6 
They’re never gonna stop smoking, they’re never gonna stop drinking, 
they’re not gonna stop taking drugs. But women are in a really hard 
position living in that, living that lifestyle with perhaps partners who was 
doing the opposite of what we want them to do 
English midwife 4 
 
Partners were seen as a source of either positive or negative influence, and one English 
midwife described her view that many partners believe that the responsibility is mainly on 
the woman throughout pregnancy; “Oh god yes, I mean he’s done his bit, that’s what he 
thinks, you know he’s a sperm donor […] he can carry on as before, but she’s expected to 
do all the alterations” (English Midwife 5). As a result, midwives in both countries felt that 
it was hard to engage with partners. 
6.3.2 “It’s my job to talk about alcohol” 
 
Table 23. Theme II: The midwifery role 
Subtheme Illustrative quote 
Empathy and midwife-
patient relationship 
You want to establish a good contact with (them), so that they can come 
and talk to you if there is something specific and that is hard if you have, 
yeah, stepped over the line so to speak 
Swedish midwife 1 
Own views You can inform them and say you know, but in the back of your mind you 
go “one’s not gonna kill ya” but I prefer to say no, no drinking 
English midwife 5 
Role as a health 
professional 
I see it as our task as midwives to inform, about what the risks are but it’s 
not task to treat where there is a need for it. Where there is abuse I am 
happy to hand over to those who know 
Swedish midwife 6 
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Promoting healthy lifestyle during pregnancy was seen as an important role for midwives. 
However, this had to be done in a way that was sensitive to women and did not cause 
stress or seem judgemental. Showing empathy and building relationships throughout the 
pregnancy was seen as important and the first appointment was essential to build trust from 
the start. Midwives wanted to make sure that women came to them if they had any worries 
or concerns. One English midwife, who had a lot of experience of working specifically 
with women with substance misuse problems, stressed that regardless of women’s lifestyle 
she felt that her role was to be supportive.  
I think that my job is to support, I don’t really care how bad they are 
[laughing] because I want them to come back to me for midwifery care so, 
you know I am not going to give them a hard time because it doesn't work 
[…] you can’t actually stop them from drinking or wanting to drink or 
wanting to smoke so it’s a difficult one really. I think for me it’s about not 
giving women a hard time, because I really I think the care and contact 
with the midwife is much more important than anything else. And that’s 
the most important and that’s my approach, that’s the most important 
thing for me really for the ones who come to the clinic and engage with 
services 
English midwife 4 
 
While prenatal alcohol use was seen as uncommon, it was acknowledged by a few that 
there may be specific situations where women may drink to deal with personal tragedies or 
stress, where one midwife gave a specific example where she would understand why 
women may cope by drinking alcohol. This extract indicated that promoting an ideal 
lifestyle of abstinence also needs to be balanced with empathy. 
 
You know someone who’s had a bereavement or something, this is like hypothetical, 
but if someone’s had a bereavement and would say “I feel really bad” and you 
know “I drank a bottle of wine because I couldn’t think about what to do” then 
obviously you would be more empathetic about it  






There was also some discussion about the limitations of their influence on women’s 
decisions to drink. While some midwives acknowledged that the decision is ultimately the 
woman’s, they have a responsibility to inform and ensure that women know what the risks 
are.  
Very few say that yeah “no but it’s not dangerous and I have made my 
mind up about it”, then it’s more like a dead end. What you can do is to 
say “do you know what happens when you drink, how it affects your 
foetus?”. But I mean after that I can’t do more, it’s the woman’s decision. 
So you have to accept that as well. It’s essential to have a good 
relationship with her, as well. I am not the police [pause] but that she 
knows what can happen, that is my responsibility 
Swedish midwife 3 
In relation to the care of pregnant women, a theme emerged around tailoring the 
information, advice, and support to the individual. This meant midwives had to be attentive 
to the woman’s situation and be sensitive to triggers that suggested she may need further 
information about alcohol. 
The most important thing is to be extremely responsive. Extremely 
responsive and like adapt. “What is this woman perceptive to?”. I think 
that’s my most important role. “What can I say and what is not as 
appropriate?”, yeah. What should I say and I need to get her on-board to 
understand what I am saying but I don’t want her against me. I can’t be, 
so I am thinking it’s not one information to everyone. But it’s extremely 
adapted to who I have in front of me. Or the couple  
Swedish midwife 4 
 
Despite the rare occasion that a woman reported intentional alcohol use during pregnancy, 
drinking before pregnancy recognition was a common issue discussed. This was once 
again a situation in which midwives emphasised that the relationship with women was 






There are women who may have drunk before they realised they were 
pregnant and feel very guilty about that and that’s a time when I would try 
ease that guilt. If you don’t know that you’re pregnant how can you 
abstain? 
English midwife 6 
Should they be worried for nine months because they drank in the 
beginning of the pregnancy? And they can’t rewind that, they can’t 
change it. The only thing they can do now is to not drink, anymore. So 
that’s the advice that I would give. But “it’s happened, like let it go and 
move on because we don’t know if it’s caused something” like we don’t 
know if it’s caused any damage at all.  
Swedish midwife 1 
 
This situation presented a dilemma for midwives, as they wanted to relieve any worry but 
noted that it was not possible for them to promise that no harm had been caused by 
drinking before knowing; “I never say that it’s not dangerous. I don’t think I have ever said 
that, but you are very tempted. Because you want to do good” (Swedish midwife 7). Two 
Swedish midwives specifically mentioned having access to the Timeline Follow Back 
(TLFB) tool, which is a way to retrospectively measure alcohol for a specific time period, 
to assess whether the woman had indeed been pregnant when she consumed alcohol. 
However, while it could be helpful to use TLFB tool which could indicate that the woman 
had actually not been pregnant when she drank, it could also have the opposite effect; “So 
that can also be reassuring, but it can also be the other way [nervous laughter] that “you 
were actually pregnant” and it might create more worry (Swedish midwife 1). No English 
midwives mentioned the TLFB, however one specifically mentioned that it would be 
beneficial to have more information on how to support women.  
I would really like to know what advice could be giving to somebody say 
who’ve done it for about eight weeks. And maybe heavily. So I don’t know 
what the implications of that are. So I should be able to give her that 
advice you know what we do 





Midwives also talked about their role as a health professional and whether or not they 
should “tell women what to do”. In both countries midwives believed that it was indeed 
their job to inform about health behaviours that are harmful to the baby. A common theme 
was, therefore, the ethos of midwives to communicate information about what is good or 
bad for women’s health.  
I have no problem talking about any of them things, because I feel that I 
am a midwife and I am a health professional and actually that’s what I’m 
supposed to do. And I am predominantly the first health professional that 
they see 
English midwife 2 
It was the same with smoking in the beginning that you thought that it was 
too much of a personal question it was probably, people could do 
whatever they wanted. But today I see it was from the healthcare we have 
to say how it is. Because that’s our profession. Then they have their own 
choice, so I think that has changed. That the professions maybe should, of 
course a health worker should say that this is how it is 
Swedish midwife 8 
 
Even though midwives indicated that it may seem that asking about alcohol could be a 
personal question, it was clear they believed it was their role. I therefore also asked how 
they felt about asking these questions, in terms of confidence and also in relation to other 
lifestyle-related behaviours. Some midwives indicated that it had taken them some time to 
develop a strategy of how to ask, but all felt confident in bringing it up. 
I feel absolutely fine about it. Because it, it’s not healthy for them to be 
drinking during pregnancy and it’s not that it’s not okay for them to drink 
but it’s not okay for the foetus that they drink, so I feel very confident 
about it to give a talk about the potential harms 






6.3.3 How did midwives approach alcohol in antenatal care? 
 
Table 24. Theme III: Antenatal care practices 
Subtheme Illustrative quote 
Confidence I’ll talk about anything. You know literally, and you know I will give them, 
you know I don’t mind saying how bad it can be  
English midwife 1 
Practice of 
assessment 
There’s a section in the booking in about smoking and we ask about alcohol 
so I say that “do you drink alcohol” and they say “no not now”. So I say 
“well when you weren’t pregnant what did you drink” and then try to 
compare, and then if they say that they’ve drank then I go into the usual you 
know “you should think about, you know you shouldn’t be doing that”  
English midwife 5 
Resources for 
practice 
So I think that there, I think it’s been great. In my own, yes my own to 
educate myself in this. Since we have also been offered and I have done 
motivating MI conversations, yes so I also think that’s great to use in these 
types of conversations. So I think we have had good education  
Swedish midwife 7 
 
One central theme, and of main interest for the study, was how midwives work with 
alcohol prevention. With regards to assessment of women’s alcohol habits it became clear 
that midwives in the two countries worked in different ways. While English midwives used 
a short assessment with a few questions on pre-pregnancy alcohol consumption, the 
Swedish midwives were using the AUDIT screening questionnaire to assess for drinking 
habits before pregnancy. Some of the English midwives expressed their concern about the 
method they used and its ability to capture women’s alcohol consumption.  
I just ask them “have you drank, are you drinking at the moment” and 
most of them will say “no” or “I have stopped”, so “okay you’ve stopped 
so what did you drink before” “if you’re not drinking, did you drink 
before and how much was that? How many units of alcohol”. And I tell 
them, so how many units of alcohol, and then I tell them you know a glass 
of wine is this many units of alcohol and they are like “what’s a unit” 
because people are, that’s what people are most unsure about what’s a 
unit […] But it’s a section on the booking that you have to see anyway so 
that’s when you discuss alcohol. You know “are they drinking, are they 
aware?”, so I always fill that out in the form  
English midwife 5 
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I would imagine that I go into quite a lot of detail when I speak to people 
but I know some midwives won’t, they will just bypass that question. 
Assuming that. But they have to ask something but they will just say “have 
you stopped drinking since you’ve been pregnant?” “yes” “right okay, 
what did you drink before” and that’s the end of the conversation  
English midwife 1 
If you ask a yes or no question, I don’t think we know because we don’t 
ask the question I don’t know if that happens. So part of my big concern is 
that we don’t integrate that within the notes, the antenatal notes the 
prompt. You know we are never gonna get passed that are we, some 
midwives may ask […] but it will be very random. And I think we should 
be asking every single time  
English midwife 4 
 
There were two important issues highlighted by English midwives; ensuring that the 
question of alcohol is consistently asked and that other midwives might not explore the 
question in-depth. In contrast, there was a consistent description among Swedish midwives 
of using AUDIT for pre-pregnancy drinking. Many midwives described how they fit it into 
a conversation to explore the woman’s, or couple’s, attitudes towards alcohol.  
Yes then I usually say that “what about alcohol” I usually say. “Are you 
drinking any alcohol” and then most of them say no, and then I say, 
specify, “but what was it like before you got pregnant” “well then I drank” 
so that’s what usually happens [laughing]. And then I say “I have this 
AUDIT paper that I would like you to fill out and then I want you to fill 
out the past year but before you got pregnant”. And then they fill that out 
and it usually takes some time, because the questions are quite tricky some 
of them are, there’s one that they usually get stuck on, which is a bit tricky. 
And then they fill that out and I look at how many points they got then. 
And then if it is towards the lower scores, so three-four, five or something 
I usually say “how do you feel now” “no god no” they usually say then, 
thank god, so “no but now I abstain completely” […] 




There was no agreement among Swedish midwives as to whether information should be 
given to everyone or only to those who scored high on the AUDIT test. 
Yes, they get to do the AUDIT first. And then I say, regardless of what 
score they get on this AUDIT I inform about pregnancy and alcohol. So I 
show this (picture of foetus in uterus) I show this then, so I use this when I 
inform […] even if they have zero on the AUDIT I inform everyone  
Swedish midwife 5 
 
Most Swedish midwives mentioned the AUDIT and a ‘menu’ of lifestyle areas as useful 
tools to have a good conversation with women. This ‘menu’, outlining several health 
behaviours and risks during pregnancy, was perceived as useful because “it shows in some 
ways that it’s something that I ask everyone and not specifically to you” (Swedish midwife 
1). However, confidence in talking to women about alcohol however took time to build up, 
from training as well as practice. Midwives felt that more recently added routine questions, 
around domestic violence were more difficult to discuss. One Swedish midwife noted that 
domestic violence was “difficult to bring up in a good way, I don’t feel done with that […] 
to learn a wording, you have to learn your verses. Like that sounds good and sits well in 
your mouth and feels good in your body” (Swedish midwife 5). 
We have practiced it a lot, it felt really weird in the beginning. But we 
have practiced it a lot so yeah. So it’s a general question together with a 
lot of other general questions that are quite intimate and you delve deeper 
it. Yeah, I actually don’t think that you get all the cards on the table right 
away but that you can open for discuss that you feel that this it is possible 
to bring up those questions  
Swedish midwife 8 
Very comfortable. It’s not an issue. But I don’t feel uncomfortable talking 
about violence, or to talk about smoking or like go into those bits either 
but it’s part of my job role eh and you can sit back on that quite a lot that 
it’s not something that I don’t, but it’s part of what is written and you can 
show that then if someone questions it, it says clearly what we are meant 
to do.  
Swedish midwife 6 
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Other midwives felt that there were wider positive outcomes of informing expecting 
parents about the risks associated with drinking alcohol, for example, to spread abstinence 
advice to their social group. 
And then I usually say “you can help me with this and tell your friends 
who don’t understand that you shouldn’t drink alcohol”. Then, then if 
there’s nothing more than that, if they are below the limits then I usually 
don’t talk much more about it then the first time  
Swedish midwife 8 
 
All midwives felt very confident about talking to pregnant women about alcohol, as they 
believed it to be part of their role as a health professional. Many midwives however, 
acknowledged that they worked a lot with tailoring the conversation depending on who 
they had in front of them. It was acknowledged that alcohol was not part of the yearly 
update that English midwives at this local maternity service had to do, which made them 
feel less confident speaking about topics that were part of that update. Ultimately, 
midwives came back to the fact that it’s part of the job and it needs to be done.    
But I don’t, I don’t do it because, I don’t know but I probably would be 
much more confident in talking about the smoking aspect. But then, as 
midwives we have to have yearly updates. And smoking kind of gets more 
on that agenda, alcohol never does  















I feel quite confident talking about that and I think women expect to have 
conversations like that, when they have a conversation when they see a 
health professional so probably not something that makes me feel 
uncomfortable, with those things are not something I feel uncomfortable 
talking about, not that there is anything that you know perfect in anyway 
like very fat people don’t like being given dietary advice by very fat health 
professionals because there’s a lot of it, there’s a lot of literature on that 
on how can you advice about diet when you are obese as well type of thing 
so I suppose as a smoker, but you might not know a smoker but “who’s 
she to give smoking advice when she’s a smoker herself?”, but it’s part of 
the job and you have to do it  
English midwife 6 
 
Among both English and Swedish midwives it was noted that having alcohol as a routine 
question could decrease potential discomfort, as it meant they would address it with all 
women and therefore not single any particular woman out to ask about their drinking.  
I think it should just be part of an antenatal question [laughing] part of 
the conversation and that way if you’re feeling uncomfortable about it 
you’ve got the excuse that you have to ask these questions and that’s 
always a good way to get around anything that you don’t feel too 
comfortable with you know “this is part of my routine thing” you know 
guideline thing  
English midwife 4 
 
One question of specific interest was whether the pregnant woman’s partner is involved in 
the discussions around alcohol, where it became evident that there were quite distinct 
differences between the two samples. While English midwives noted that they only 
regarded their partner’s lifestyle as important in regards to issues like smoking, where they 
felt there was a direct impact on the woman and baby, some of the Swedish midwives 
described how they also engaged the partner in the routine questions about alcohol. Some, 





Not as a general rule, no, no. I mean it’s the woman and her baby, but it’s, 
there’s a fine line we don’t challenge if they drink but I do with smoking 
cessation I say to them “so you smoke, you’ve got to stop as well because 
you can’t expect her to without support”, but never with the alcohol, 
which is strange really when I think about it. Why shouldn’t you stop? But 
I think it’s with smoking cessation it’s more because they can smoke and 
second hand smoke and it can get around. Whereas if he sits there with his 
pint of lager, it’s not affecting her if he’s doing it  
English midwife 5 
Some asks “do you also want to fill this out” and then he gets to choose. 
But I just hand it out “you are going to fill out a paper on your alcohol 
habits” and then it’s like yeah, end of story! [both laughing] no exactly so 
there’s not an option it’s just to do it  
Swedish midwife 1 
And not always, but sometimes I also ask the man to fill out a form and it 
might be there that I know since before that there is a problem or 
something that you might feel that there are interventions needed for both 
for it to work. And it can be difficult if you have a high AUDIT score and 
the partner continues to drink and continues with the life that she would 
like to do herself  
Swedish midwife 6 
 
Overall midwives were happy with the resources they had for working with alcohol 
prevention. Some English midwives commented on the way that their assessment of 
alcohol habits is designed, for example lacking in flexibility to fit women’s reported intake 
(e.g. no option for occasional drinking). Those midwives who had attended training 
specifically on alcohol and pregnancy or FASD training were positive about it as the 
training provided them with the confidence and knowledge to underpin the discussions 
with women about alcohol. While the Swedish midwives reported having the leaflet “A 
good start” (Appendix M) available to give to expectant parents, English midwives noted 
that they did not have anything specific on alcohol and pregnancy to give to parents. Some 
noted that general information about nutrition includes alcohol, but that a specific alcohol 
and pregnancy leaflet could be beneficial.  
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In relation to resources, Swedish midwives talked about training that the regional 
maternity services had organised. These were well received and they specifically 
mentioned these as building on their knowledge and giving them tools for how to discuss 
alcohol with women. They also mentioned regional meetings (held a few times per year) as 
important platforms to discuss new policies or new research, and also discuss practice 
around topics such as alcohol. Interestingly, English midwives spoke about their annual 
reviews, where smoking was included, but alcohol was not. This was perceived as odd as 
they believed that alcohol is just as an important public health issue. Furthermore, one 
midwife noted that in her practice she is obliged to collect data on smoking rates among 
pregnant women, as required by the Government. However, routine data on alcohol 
consumption was however not required to be collected and reported back to the 
Government in the same manner. In Sweden data are collected and made available since 
2012 on alcohol use during pregnancy, in regards to follow-up of the ANDT strategy 
(PHA, 2015a).  
 
As discussed in Chapter 5, social environment may be important to discuss in order to 
tease out whether alcohol will pose a problem to the woman. While this was touched upon 
among some midwives in both countries, usually this was in relation to knowledge of for 
example, a partner who has an alcohol problem. One Swedish midwife, whose patients 
were primarily younger women (at a GP surgery in a rural area where women on average 
have children at a younger age), described how she would explore the social environment 
in the conversation. This idea did not just relate to the pregnancy, but was for her also a 
way of discussing what influences there might be once the woman has become a mother. 
Ask what it is like and these social contacts and there might be many bits. 
What kind of people does she associate with? Is it good people she is 
associating with or is it less good and…? I am thinking what will she 
associate with later, it’s a lot about her becoming a mother now […] What 
kind of relations can she build out in society? Parents, friends… what 
does it look like? That is important I think. Just like during pregnancy and 
this, we don’t want her to start drinking alcohol later 






The context of this midwife’s practice, however, allowed her to have a more in-depth 
discussion on this matter. She described her case load as relatively low and I got the 
impression that she had the opportunity to have longer chats with her patients. For example, 
she mentioned that she at times would call women for an extra appointment if she felt they 
needed more time to discuss issues such as alcohol. The impression from other midwives 
was, however, in addition to women saying they did not drink, that time was limited for 
extensive discussions. 
 
6.3.4 Health Promotion and Public Health in antenatal care 
 
Table 25. Theme IV: Promoting healthy lifestyle in pregnant women 
Subtheme Illustrative quote 
Alcohol advice  I think they shouldn’t drink alcohol during pregnancy, at all  
English midwife 4 
Drinking culture I actually think that people drink incredible amounts. And it is shocking 
sometimes when you hear how young women drink. They are wasted  
Swedish midwife 8 
Individual focused care I guess I would probably say, you do tailor the conversation to your 
audience don’t ya. So you know you have deal with it, you have to speak 
to people in a way that they understand ya and they understand the 
implications perhaps of what they’re doing   
English midwife 1 
Public health Yeah like we have had this about lifestyle as a theme now during the past 
ten years, we’ve learned this thing about motivating interviewing. And we 
have gone through, we do use that way of working so to speak, in terms of 
both smoking and alcohol yes we have another, yes there’s a lot more 
(focus) on information  
Swedish midwife 3 
 
One of the most prominent themes was the midwives’ beliefs that no alcohol is in fact the 
safest option during pregnancy. Most midwives argued that abstinence advice was 
preferable as it provides a clearer standpoint for the women. One English midwife 
explained that “It is easier to stick with that because I think, you can’t argue with zero can 
you” (English midwife 1). Despite that the NICE guidelines allowed for drinking small 
amounts of alcohol, English midwives were clear in that they believed in abstinence. 
However, one midwife noted conflicting information in the media, which at times 




I would advise, as a midwife I would advise women to abstain from 
alcohol. Just because we don’t know the effects that it has and the 
guidance that we’ve got, a lot of the media sort of information is quite 
variable a lot of the time, it sort of changes from “a glass of wine is okay” 
to “avoid alcohol at all costs” but the guidance that we work towards is 
that we should advise women to not drink at all  
English midwife 6 
 
Also among Swedish midwives the attitude of complete abstinence was prominent, with 
the difference that none of them would negotiate that any alcohol during pregnancy was 
acceptable when the woman knew that she was pregnant. A few midwives mentioned the 
importance of addressing individual needs and if there was an issue with addiction was that 
appropriate referrals were made. One midwife acknowledged that despite believing in 
abstinence it might not be possible for all women: 
My general view is obviously zero tolerance, so [laughing] but at the 
same time it is about individuals, so. So just like with the smoking it’s not 
possible to say to everyone “no, no stop”  
Swedish midwife 6 
 
Many midwives also spoke about public health and their role in terms of discussing not 
only the medical aspects of pregnancy, but also ensuring that women are provided public 
health information. One concern that was raised however among midwives in both 
countries was that alcohol in general is an issue in society and some felt it was not spoken 
about enough in terms of the risks to the developing baby. 
But essentially alcohol in the body is harmful in larger amounts isn’t it so 
I don’t think that, I think that it should be spoken about in the same way 
that young girls now who smoke don’t think, don’t understand the damage 
it does to the baby or potentially can do to the baby. It’s the same thing, 
neither of (it) is being spoken about properly. And considering the 
smoking of people who do them, on a daily basis it should be spoken about 
in more detail  




One English midwife believed that a few major topics were important to get across to 
women, but too much information might not be effective due to ‘information overload’. 
Several midwives acknowledged this as an issue. Therefore, focusing on the essentials 
would help women focus on the areas of most importance for them and their baby’s health.  
 
So there’s a big checklist “don’t smoke, don’t drink […], you know don’t 
do this, don’t do that” so if we can target and say “yeah eat healthily, 
don’t drink alcohol and don’t smoke” I think you’ve got a big section of it 
sorted then and done. Don’t bring in all those things about caffeine and 
sort of down it, I think you have to be if it’s going to be stuff then it has to 
be more precise as well in what we say. Target it a bit better, and give 
good information as well so you give good advice and understandable. 
Don’t give them these research things that “60% of these said and that 
90%” but say “this is it, and this is what happens and if you don’t this will 
happen”. You know make it easy  
English midwife 5 
 
Among the English midwives the discussion also focused around the guidelines, where the 
use of the NICE guidelines was explored. Again, the consensus was that women should be 
informed not to consume any alcohol during pregnancy, and a few midwives expressed 
that the dual message in the advice misinforms women about the risks with drinking.  
I think it’s confusing, it’s confusing because someone may even say “oh 
you can have a glass of wine” and you know “that’s fine” and then the 
next thing you know, or the next morning it changed to “no, nothing at 
all”. And I think it’s really for women, that they don’t understand it really 
that “oh after three months I can have a glass of wine” just say “unless 
you are desperate – don’t”  








I think the Government should be saying “don’t drink”, no alcohol is safe 
during pregnancy it’s not safe to drink because we don’t know actually 
what the risks are. Well we know that the risks are but we don’t know 
what level would be at risk, so I would give the information, I think that 
we should all be singing from the same hymn sheet  
English midwife 7 
 
Many English midwives argued that women say they give up alcohol, but it appeared that 
they still perceived it to be important to get the advice across to the woman and emphasise 
that they did not necessarily agree with the Government’s guidelines of ‘low risk’ drinking.  
There’s nobody really, that say that they do or they say “not since I’ve 
known that I was pregnant”, and I just reiterate that and we also have it 
on our booking history that we have discussed (alcohol). You know the 
Government guideline currently say that you can drink one to two units 
during pregnancy that it’s safe but our midwife recommendation is no  
English midwife 7 
 
Swedish midwives also emphasised the abstinence advice to the women they meet with to 
ensure that all women are aware of that recommendation.  
I don’t think that you should drink alcohol during pregnancy, because it 
causes birth defects. So that is my recommendation to all pregnant women, 
that you abstain completely  
Swedish midwife 2 
 
While many midwives had experience of women who referred to risks of smoking with 
scepticism in terms of their mother’s smoking when they were pregnant without causing 
harm, only three English midwives mentioned wives tales about drinking during pregnancy. 
Because then you hear and you’ll think “oh a glass of red wine is good for 
you isn’t it, you won’t get blood clots”, you know   




That’s when they watch on the telly don’t they with their mum and they’d 
go “red wine is good for the cardiac flow” or they think it’s good for the 
digestion so they think it’s medically proved so it’s must be research so it 
must be fine [sarcastic tone]. So they are getting really cross wired about 
what’s okay and what’s not, but the biggest thing you’ve got to take into 
consideration is the baby as well, so what works for the normal 
population isn’t for you  
English midwife 5 
 
Swedish midwives also talked about the discussions they have with women around 
smoking, and how previous generations had smoked without causing harm to their children. 
Only one midwife recalled having had a discussion with a woman about her beliefs that 
alcohol was not harmful in small amounts.  
I had a long discussion here with, it was a woman who, now she’s moved 
again she was only here temporarily because of her husband’s job. But 
there it was the norm, with food […] But she had understood, and they 
had probably lived here six months when she came to me, that you don’t 
do that. So she told me herself that she hadn’t but she thought it was 
completely stupid  
Swedish midwife 7 
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6.4 Discussion  
 
The aim of this study was to explore midwives’ experiences of working with alcohol 
prevention in antenatal care and their perceptions of national guidelines and available 
resources for prevention. The findings indicated that there were many similarities in how 
midwives worked with alcohol prevention in England and in Sweden. The views and 
attitudes regarding low to moderate amounts of alcohol use during pregnancy however 
differed between the two countries. Swedish midwives’ personal opinion was that small 
amounts, or any amount, could harm the foetus whereas English midwives expressed that 
small amounts might not harm but would still advise complete abstinence. The main 
finding, which is interesting in the context of the different official guidelines in place at the 
time of the study, was that midwives in both countries were persistent on advising 
complete abstinence. The similarities and differences will be discussed in relation to the 
literature and existing theories to put the findings in a wider context. Based on these 
findings, suggestions for policy, practice, and future research will also be discussed.  
 
A common theme among midwives in both countries in this study was that it was that 
drinking was uncommon after the pregnancy was discovered. This reflects previous 
research suggesting that midwives perceive that many, or most, women cease drinking 
once they discover that they are pregnant. For this reason midwives may only address 
alcohol at the booking appointment (Jones et al., 2011; van der Wulp, Hoving & de Vries, 
2013). While drinking was described as uncommon, some used narratives such as “if they 
are honest”, indicating some reservation towards whether all women are open about their 
drinking. van der Wulp, Hoving and de Vries (2013) also found that midwives questioned 
the honesty in women’s self-reported alcohol use considering the low prevalence of 
prenatal alcohol use they had experienced. Statistics do however suggest that between 6% 
and 30% of women in Sweden may continue to drink during pregnancy (Göransson et al., 
2003; Skagerström et al., 2013) and any use of alcohol among English women has been 
found at 26% (Smith et al., 2014) and 41% (McAndrew et al., 2012). Similar prevalence 
was found in the current study (Chapter 4).  
 
As two in four English women report that they drank at some point during pregnancy, the 
fact that midwives describe prenatal alcohol use as very unusual suggests that pregnant 
women do not report their alcohol use. One possible explanation is that they may not drink 
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in early pregnancy but later on (also discussed in Chapter 4), and as indicated here 
midwives tend to not follow up on alcohol consistently in later pregnancy.  
 
Underreporting is an issue, but the fear of judgement from health professionals has been 
found as another explanation. Muggli et al. (2015) found that this was particularly true 
among women who consumed moderate or heavy amounts of alcohol and were worried 
about being judged by their health professional. The stigma attached to drinking during 
pregnancy (Room, 2005), in contrast to the social norm of drinking when not pregnant, 
may prevent women from reporting (or underestimating) their drinking. However, the 
findings here indicate that midwives are prepared to discuss alcohol and that they do not 
judge women based on their behaviours, which was also true for other health-related 
behaviours. Midwives argued that a good relationship between them and the women they 
engage with is important. Trust was seen as vital for disclosure of issues such as alcohol 
use, which is enabled by the woman feeling that she trusts the midwife (Phillips et al., 
2007).  
 
Within this research I came from the perspective that differences in guidance, as a result of 
national policy, are important factors to consider. It is therefore relevant to discuss the 
findings in relation to the literature around de-normalisation policy (also see 5.6), in which 
people’s behaviour changes when policies shift social norms of that behaviour. As an 
example, the wide implementation of policies such as smoke-free environments, health 
warnings and regulation on sales of tobacco are argued to have influenced the prevalence 
of smoking to decrease (Bell et al., 2010). However, Bayer (2008) noted that de-
normalisation policies can discourage people from disclosing behaviours in situation when 
it would be beneficial, such as to a health professional. It is likely that de-normalisation 
processes have taken place in both countries, subsequently discouraging women from 
reporting alcohol use during pregnancy. An indication of how alcohol and pregnancy is 
framed in Sweden has been demonstrated in a recent study by Törrönen and Tryggvesson 
(2015) who analysed the public health education material about alcohol and pregnancy 
used in antenatal care in Sweden. They suggested that the focus of the leaflet “A good start” 
(Appendix M), routinely given out to expectant couples, is on the woman and mother as 
having responsibilities over the foetus by not drinking. Subsequently, women who are not 
conforming to this constructed norm are stigmatised. They also suggested that the leaflet is 
designed to identify with the vulnerable foetus, rather than with the pregnant woman as an 
autonomous person. The study by Törrönen and Tryggvesson (2015) is an important 
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contribution, as it analyses the ways in which attitudes of prenatal alcohol use are 
institutionalised. Considering that the literature is scarce around the impact on wider public 
health interventions (Crawford-Williams et al., 2015a), the underpinning framing of 
messages as well as moral underpinnings of the content appear too important to ignore. In 
the current study, these aspects of inherent moral underpinnings may be a reason why the 
Swedish midwives in the current study had almost never came across women who 
intentionally consumed alcohol during pregnancy.  
 
The findings also showed that midwives perceived that the pregnant woman’s partner 
rarely abstains from alcohol, but that a few alter their habits. There were distinct disparities 
in practice between the two countries on this matter as many Swedish midwives assessed 
both expectant parents’ habits with the AUDIT questionnaire. However, many English 
midwives noted that including the partner could be beneficial to support behaviour change, 
as the partner’s continued drinking could make it harder for the woman to stop. English 
midwives did not routinely include the partner’s habit in the discussion about alcohol, but 
acknowledged that they were aware of existing issues or if they could smell alcohol on the 
partner. The lack of attention to the partner’s alcohol habits has been shown in other 
studies (van der Wulp, Hoving & de Vries, 2013), but also that partners can feel excluded 
from the antenatal care. Including partners in the discussion about alcohol may not only be 
beneficial in relation to supporting the couple, but making the partner more part of the 
appointment. Greater attention to the partner’s psychological needs throughout the 
pregnancy, alongside supporting the woman’s physiological and psychological needs, 
would further empower them in the transition to parenthood (Fenwick, Bayes & Johansson, 
2012; Finnbogadottir, Crang Svalenius & Persson, 2003; Widarsson et al., 2012). Swedish 
antenatal care explicitly sets out to underpin the care of pregnant women with a gender 
equality perspective and also acknowledges the evidence on partners feeling excluded 
from the care (NBHW, 2014). Within the NICE guidelines, it is explicitly stated that the 
pregnant woman’s partner should be treated with respect and be provided relevant 
information. However, the care is woman-centred and the only explicit involvement of the 
partner in health behaviour is that the midwife should “address any concerns she and her 
partner or family may have about stopping smoking” (p.18) (NICE, 2008). Guidance for 
Swedish midwives states that validated screening tools can be used also for the partner 
(SNIPH, 2009b) to assess alcohol consumption. Explicit reference to the possibility of 
involving the partner in the conversation may have contributed to Swedish midwives more 




An important theme in the current study was how midwives viewed their role and 
responsibilities towards pregnant women and in advising about health behaviour. Building 
a trusting relationship with women to discuss health behaviour has been reported as an 
important view among midwives (Heslehurst et al., 2013; McLeod et al., 2003; Phillips et 
al., 2007; Schmied et al., 2011). The current study found that midwives believed the 
relationship to be important and at times they had to adapt their conversations to ensure 
they did not jeopardise that relationship. In their interviews with Scottish midwives Doi, 
Cheyne and Jepson (2014) found that midwives valued a good relationship with women. 
However, when implementing alcohol brief interventions to reduce alcohol exposure 
during pregnancy they felt they had to be sensitive to address alcohol in a way that did not 
risk upsetting the woman. In addition, van der Wulp, Hoving and de Vries (2013) found 
that although midwives did not specifically mentioned the midwife-woman relationship as 
a reason, they felt that giving the abstinence advice could cause worry to women who had 
been drinking before pregnancy. This is interesting as the current study found that drinking 
pre-pregnancy recognition was a theme that midwives mentioned. Some felt less prepared 
to deal with worries about drinking in the pre-conception period, yet never gave that as a 
reason for not telling women to abstain. They rather expressed the opposite; in both 
countries midwives were adamant that no drinking is the safest option and that was the 
advice that they gave to pregnant women. The findings suggest that support for midwives 
on how to hold conversations around drinking before knowing about the pregnancy could 
further help them improve their practice.  
 
In relation to perceived responsibilities, midwives had to negotiate their relationship with 
women against the need to provide advice on sensitive topics. They believed that it was 
their duty to provide abstinence advice, but did still note that they were concerned about 
sustaining a good relationship, and similar findings have been found in the literature on 
smoking (Abrahamsson et al., 2005; McLeod et al., 2003; Thyrian et al., 2006). The 
negotiation between providing professional advice and also being an ally with the woman 
throughout the pregnancy is potentially a challenge in addressing alcohol in the booking 
appointment. Midwives in both countries described the alcohol question as a non-optional 
topic to address, however with the use of AUDIT Swedish midwives appeared to spend 
more time on the subject. Furthermore, a recurring theme was that almost all women 
reported they had ceased drinking, which could be a reason why midwives do not pursue 
the question further once a negative response has been obtained. Van der Wulp (2014) 
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explored Dutch midwives’ perceptions of an intervention aimed to pregnant women in 
antenatal care. The intervention included assessment, information, an action plan to cease 
drinking, and a self-help guide with follow-up sessions later during pregnancy. While 
midwives were positive to the concept and perceived to have benefited from the training 
and material used in the intervention, some midwives did not adhere to the follow-up 
schedule as they believed it to be unnecessary as women reported they had stopped 
drinking. The belief that drinking was uncommon was listed as a reason for resistance 
towards implementing the intervention. The current study showed that midwives in general 
consider alcohol an important part of the booking appointment. However, it may be 
important to acknowledge that some midwives in the current study, particularly English 
midwives, noted that women may not be honest about their drinking. National statistics for 
England suggests that two fifths of women continue to drink during pregnancy 
(McAndrew et al., 2012), though the midwives narratives did not indicate as many as 40% 
of the women they meet report drinking. In addition, as Study I indicated that more women 
may drink towards the later stages of the pregnancy, the notion that few women drink may 
be related to that midwives only asked in early pregnancy. In support of the findings from 
Study I, alcohol should be addressed throughout the pregnancy.  
 
The clearest distinction between the English and Swedish midwives in the current study 
was the way they work with alcohol prevention in antenatal care. While Swedish midwives 
used the AUDIT screening instrument, the English midwives used standard questions on 
their booking system, which only included some questions on consumption levels before 
and during pregnancy. Fitzgerald and Schölin (2016) explored the views among 
implementation leaders (N=11) in Scotland, regarding a national alcohol brief intervention 
programme in antenatal care. The findings showed that midwives were concerned about 
how they ask pregnant women about alcohol, whereby validated screening tools asking for 
current drinking were perceived as unhelpful to detect any drinking during pregnancy. 
Chang (2001) argued that using screening as a routine by health professionals who meet 
with pregnant women can reduce feelings of stigmatisation. Furthermore, Chang also 
argued that screening is not utilised to acquire a result per se, but can be an effective way 
of initiating a discussion around alcohol. Fitzgerald and Schölin (2016) found that asking 
about pre-pregnancy drinking was an accepted approach which had more value for 
midwives, as well as the perception that women may be more honest if the focus is not on 
current drinking. In Sweden, the introduction of AUDIT within antenatal care, as well as 
primary care more generally, was described as a “pedagogical tool” to engage in 
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conversations about alcohol  (Nilsen, Wåhlin & Heather, 2011). The current study 
suggests that Swedish midwives did find the tool useful in this manner. It appears from the 
findings that English midwives could benefit from using a similar instrument. One English 
midwife described wanting to implement a screening instrument to further establish a 
monitoring system for alcohol, as she described that they are with smoking. The way the 
English midwives’ questions worked also meant they felt there was a lack of options on 
the system that matched women’s own reported drinking patterns. One midwife in the 
current study specifically mentioned occasional drinking is missing from the form, which 
women might spontaneously report yet none of the set options would fit with how they 
described their drinking. Muggli et al. (2015) found that women felt more inclined to 
accurately report their alcohol intake if there were options that fit their intake, including an 
option for occasional drinking.  
 
Payne et al. (2014) in their study in Australia found that the majority of midwives assessed 
women’s drinking habits and advised them according to the guidelines. However, further 
action on alcohol such as using screening tools, initiate brief interventions, or give more 
detailed information about risks was less common. Reasons given were lack of resources 
as midwives said they lacked education material to give to pregnant women. The Swedish 
midwives in the current study reported having the leaflet “A good start” (see Appendix M), 
whereas several English midwives said they lacked any targeted information to give to 
women. General pregnancy pamphlets were available; however, alcohol was only covered 
in a small fraction of them and was sometimes mixed in with other information, risking the 
information to get lost amongst the rest, leading to ‘information overload’ (Anderson et al., 
2014b; Loxton et al., 2013). Midwives put emphasis on giving verbal information, but also 
to be able to give some written information to refer to after the appointment. This could 
also tie in with the experience of one midwife who felt women may be more inclined to 
drink towards the end of pregnancy, whereby providing some additional information could 
reinforce the advice given in early pregnancy.  
 
Apart from written information, which appeared to be perceived as very positive by the 
Swedish midwives, all midwives mentioned training and service specific resources as 
important for alcohol prevention. Most midwives mentioned training days they had taken 
part in, with specific focus on alcohol and pregnancy. These were generally perceived as 
positive and providing a good knowledge base for discussing alcohol with pregnant 
women. Similar support for training was found by van der Wulp et al. (2014), where 
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midwives were trained in relation to implementation of an alcohol intervention in antenatal 
care. In addition, Skagerström et al. (2012) found that midwives who were more confident 
about alcohol prevention (defined as perceived knowledge about risks with drinking and 
knowledge in detecting women with risky drinking habits) were significantly more likely 
to have had three or more days of training in alcohol prevention. Midwives perceived the 
training to be an opportunity to brush up on their knowledge in the subject (Skagerström et 
al., 2012). Midwives in the current study generally mentioned alcohol as a very small part 
of their midwifery training and may therefore be something that needs to be maintained 
regularly over time. Some Swedish midwives mentioned their regional midwifery 
meetings as a good arena to get updated information on topics such as alcohol, but more 
importantly being able to discuss their practice of alcohol assessment with other midwives 
and further improve their methods. A few English midwives noted that while smoking is 
included in their yearly annual update training, alcohol is not. Again, midwives generally 
felt confident to discuss alcohol with women, but some admitted not having immediate 
knowledge about, for example, features of FASD and would need to read up on the topic 
or refer a woman on if a discussion about it was needed. Considering that antenatal care in 
both countries clearly states that practice should be evidence-based (NBHW, 2014; NICE, 
2008), ensuring that midwives are updated on the evidence can further strengthen their role 
and confidence in alcohol prevention.  
 
Having a routine for conversations on health behaviour was important for midwives, which 
may be related to the number of pregnant women that midwives care for. Kesmodel and 
Kesmodel (2011) found that Danish midwives who cared for more than 100 women per 
year were significantly more likely to promote abstinence to pregnant women than 
midwives who cared for fewer than 100 women per year. On the other hand, Skagerström 
et al. (2012) assessed factors relating to Swedish midwives’ perceived confidence in 
alcohol prevention where number of women per week was not associated with higher 
confidence. However, midwives working in major cities (>250,000 inhabitants) were more 
confident of their knowledge of risks and ability to detect risky drinking. Furthermore, 
Skagerström et al. (2013) found that women in larger Swedish cities (>200,000 inhabitants) 
were more likely to continue to drink during pregnancy (OR = 1.69, 95% CI 1.00–2.86, p 
= 0.048). In the current study, none of the Swedish midwives worked in a city of that size, 
and one midwife noted that in the rural area in which she was working drinking was 
different to in bigger cities where, for example, drinking after work was common among 
working women. However, in both sites midwives repeatedly said women tell them they 
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have ceased drinking so it is possible that their experiences and confidence levels are high 
as they have not been challenged in their knowledge in meeting with women who continue 
to drink.  
 
The results indicate that promoting healthy behaviour is an important part of midwives’ 
work and that midwives are concerned about public health aspects of maternal health care. 
The challenges to public health seen in the wider society, including alcohol use, smoking, 
overweight and obesity, are also evident issues during pregnancy. These issues put further 
pressure on midwives to work with health promotion, rather than just focusing on medical 
aspects of pregnancy (Beldon & Crozier, 2005). Providing advice about alcohol therefore 
can be seen as a vital part of the public health focus in antenatal care. All midwives in the 
current study fully supported complete abstinence advice and advised that in their 
appointments with pregnant women. While studies have shown that the majority of 
midwives in countries with a complete abstinence policy endorse the advice (Kesmodel & 
Kesmodel, 2011; Payne et al., 2014;), research has also found that not all midwives 
endorse such advice (Crawford-Williams et al., 2015c; van der Wulp, Hoving & de Vries, 
2014). In the current study, professional and personal beliefs differed in the two countries; 
English midwives at times expressed a personal opinion about occasional drinking 
potentially not imposing a major issue, yet they would not give such a recommendation. 
Swedish midwives’ views appeared to be incorporated in a wider abstinence attitude in the 
society at large, whereby they would refer to even small amounts of alcohol as dangerous. 
The media attention that alcohol use during pregnancy has received in the UK, with 
examples of contradictory reports on the research on low to moderate drinking (Cooper, 
2013; Laurence, 2012; Taylor, 2012), may be why English midwives in the current study 
expressed some doubts on the harms with occasional drinking. Previous research from the 
UK has indicated that women received mixed messages about alcohol (Raymond et al., 
2009), however, the accounts from midwives in the current study suggests that the 
abstinence message was consistently promoted by midwives, despite the inclusion of a 
“low risk” limit in the NICE guidance.  
 
A lot of the discussions around alcohol in the current study ended up focusing on drinking 
culture as an issue in the society in general. Several midwives in both countries expressed 
concerns about the consumption levels by primarily young women, but also by people in 
society overall. This also stimulated the midwives to reflect on other preventive strategies 
to avoid prenatal alcohol exposure, especially in the pre-conception period. The structure 
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of the Swedish antenatal care means midwives also prescribe contraception (NBHW, 
2014), which puts them in a position where they can work to prevent alcohol-exposed 
pregnancies by asking about drinking habits of women who come to get contraception 
prescribed. A few Swedish midwives said they were already doing this as it has been on 
their agenda for the services they provide to include such a public health aspect on 
prescribing of contraception. English midwives also mentioned that drinking habits in 
society are concerning and had experience of women consuming alcohol before they were 
aware of the pregnancy. The latest Public Health Rapport from the Public Health Agency 
of Sweden showed that risky alcohol habits (≥5 points on AUDIT-C) have declined 
slightly among women overall since 2005. Women aged 16 to 29 years have the highest 
prevalence of risky drinking habits, despite a decrease in this group since year 2005, with 
around a third of women scoring five or higher on the AUDIT-C (PHA, 2014a). Recent 
statistics for GB (HSCIC, 2014) show that 15% of women are increasing risk drinkers (15-
35 units per week) and 4% are defined as high risk drinkers (≥35 units per week). 
Furthermore, 35% of women aged 16 to 24 years reported binge drinking (≥6 units at one 
occasion) in the last week (Office for National Statistics, 2013). As the age for first-time is 
29.0 years in Sweden (Statistics Sweden, 2016) and 28.3 years in England (Office for 
National Statistics., 2013), there is some reason for concerns about young women’s 
drinking habits and the years leading up to potentially becoming pregnant. A British study 
found that in a national survey of sexual attitudes and lifestyle (N=5,686), 55% of 
pregnancies were planned, whereas 29.0% were defined as “ambivalent” and 16.2% were 
unplanned (Wellings et al., 2013). In conclusion, additionally focusing prevention also on 
women at risk for an unplanned pregnancy with risky drinking habits (i.e. having an 
alcohol-exposed pregnancy), may be of importance and is also recognised by midwives in 
these countries.  
 
The pressure on antenatal care to ensure health in pregnant women and a healthy start in 
life for children, is an increasing challenge due to wider public health problems including 
overweight and obesity, smoking, drug use, and alcohol use (Tulchinsky & Varavikova, 
1999). The midwives in the current study identified their roles as fitting in with the public 
health agenda and that alcohol is an important issue to address, along with other aspects of 
healthy lifestyles. It was evident that midwives considered their role in promoting health as 
important but that there are aspects of it that could reinforce its importance on the agenda. 
One factor mentioned was the focus on smoking, in which the Government is putting 
requirements on the maternity services to provide data on smoking prevalence in pregnant 
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women but not for alcohol. Van der Wulp, Hoving and de Vries (2014) identified that one 
barrier to implementation of an alcohol intervention in Dutch maternity services was that 
midwives believed that smoking was a greater priority. One English midwife in the current 
study argued that smoking is more standardised as a public health topic for the booking 
appointment and called for better standardisation of the alcohol question. The maternity 
services are identified as a key player in promotion of public health and it is acknowledged 
that midwives play an important role in this unique time of a woman’s life (Public Health 
England, 2013). Focusing on public health in antenatal care is not only essential for the 
health of the future child but also constitutes an opportunity for the woman to make and 
sustain a healthy lifestyle throughout life. It has been acknowledged that public health 
needs to be an integrated, rather than a separate aspect, of maternity services. However, 
support is needed in order to do so, which includes training and supportive policies, but 
more importantly an appreciation of the social determinants for health as an influence on 
health behaviour (Biro, 2011). Health inequalities are indeed increasingly important in 
contemporary public health, which has been acknowledged by British Governments for 
decades, yet without much improvement (Marmot & Bell, 2012). In the current study few 
midwives spoke explicitly about social determinants or socioeconomic status of the 
women they care for. The narratives around this topic were, however, mainly how 
socioeconomic status would increase the risk for risk factors such as drinking or smoking. 
However, some noted that young women and women of low socioeconomic status indeed 
do change their lifestyle during pregnancy. No midwife explicitly discussed how they 
address social determinants in health as part of their role as health professional, but was 
more mentioned in relation to risk factors.  
6.4.1 Limitations 
 
There are several limitations that need to be addressed. Firstly, the sample was small and 
therefore did not allow for further comparisons, such as the number of women midwives 
see in an average week. Previous work has suggested that midwives who see more women 
in their practice are more likely to advise women to abstain (Kesmodel & Kesmodel, 2011). 
Furthermore, research has suggested that the size of the city in which the practice is 
located may also influence how midwives work with alcohol prevention. Further research 
should therefore aim to recruit midwives from a variety of practices to enable such 
comparisons. Due to the structure of the Swedish antenatal care all midwives were 
working in GP surgeries and had very similar roles, which made the Swedish sample very 
homogenous and provided a united view of GP-based midwives’ views. In contrast, the 
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English midwives had varied work descriptions where some were working in more 
specialised areas and others were community-based midwives. The study is therefore 
limited in the fact that a fairly small proportion of English midwives were community 
based and the ones that do the booking and in essence deal with the ‘normal’ pregnancy 
(i.e. no substance or alcohol abuse, obesity etc.). 
 
The transferability of the findings to each nation as a whole is limited as the regions are 
likely to have different characteristics than the rest of the country (see discussion in 
Chapter 5). A cross-sectional study from Sweden for example indicated that prevalence of 
alcohol use during pregnancy was higher in larger cities, where the population greater than 
200,000 inhabitants (Skagerström et al., 2013). Midwives in the current study may 
therefore not have come across many women who drink as Örebro city and the smaller 
rural towns where midwives worked are all smaller than 200,000 inhabitants. In contrast, 
as previously discussed, women in North West England do drink at high levels but in this 
small sample of midwives may not necessarily have cared for women from areas with high 
levels of drinking.  
 
Finally, midwives in the current study all promoted the abstinence advice and reported 
feeling confident in discussing alcohol and other lifestyle-related issues with pregnant 
women. It is possible that more confident and knowledgeable midwives were more likely 
to volunteer to take part in the study, and also to provide that advice, whereas midwives 
who do not endorse the abstinence advice and feel less confident in discussing alcohol may 
have felt unwilling to participate in the study. Furthermore, social desirability may also 
have influenced midwives to report providing abstinence advice as that might be the 
perceived social norm based on guidelines, in particular the Swedish guidelines which 
suggest no drinking.  
6.5 Conclusions 
 
This qualitative study is the first of its kind to compare the experiences, attitudes and views 
of alcohol prevention among midwives in two countries with varied policy approach to 
drinking during pregnancy. The results showed that midwives were confident in their role 
as health professionals and considered discussing alcohol and other life-style related topics 
as part of their work. Furthermore, midwives perceived that pregnant women stop 
consuming alcohol. However, some expressed underlying doubts about how truthful 
women are and that women’s drinking may change in later pregnancy. Whereas many 
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themes were similar between the two countries, there was a clear disparity in that Swedish 
midwives use a structured screening tool, which appears to provide a standardised way of 
introducing alcohol into the booking appointment. English midwives perceived they 
approach the questions, but there were some concerns on whether the current way was 
optimal, as using a screening instrument could be beneficial. Similarly, Swedish midwives 
reported having a specific alcohol leaflet readily available to hand out whereas English 
midwives mentioned that a specific leaflet would be useful. Finally, midwives in both 
countries expressed concerns about alcohol consumption in the general population, 
especially among young women, and therefore noted that pre-conceptual prevention is 
important. Midwives in England reported not approaching the subject of the partner’s 
drinking habits unless there was evidence the partner had alcohol problems. Most of the 
Swedish midwives reported giving out the AUDIT questionnaire to partners as well as 
women, and noted the importance of involving the partner as part of preparing them both 
for parenthood. Swedish midwives acknowledged that through their role in prescribing 
contraception they are in a good position to provide alcohol advice to women before they 
get pregnant, and several midwives reported already doing so.  
Box 4. Key findings from Chapter 4-6  
 Previous research has addressed the knowledge, attitudes and practices of midwives in 
alcohol prevention in antenatal care; however no studies have compared their views within 
a framework of national guidance on alcohol and pregnancy in different countries.  
 This study aimed to explore midwives’ experiences of working with prevention of alcohol 
use during pregnancy in antenatal care and their perceptions of national guidelines and 
available resources for prevention in England and Sweden. 
 The findings indicated that midwives in both countries believed that complete abstinence 
was the best advice to give pregnant women, yet English midwives also noted that their 
personal view was that small amounts may not harm the baby. Swedish midwives, on the 
other hand, firmly believed any amount to be harmful.  
 The level of routine questioning regarding alcohol consumption varied between the 
countries; routine use of the AUDIT tool was used by Swedish midwives whereas English 
midwives noted some limitations in their current system. Alcohol was seen as an important 
aspect of health behavior to be addressed, and all midwives felt confident in asking 
pregnant women about their alcohol consumption.  
 Clear abstinence policy seems to also influence the views of health professionals. Using a 
structured screening tool, asking about alcohol habits prior to pregnancy may facilitate 








In this final chapter I describe the integrated analysis of the quantitative and qualitative 
results, and how the triangulated results provide a stronger picture than the individual 
studies. First I present the underpinning concepts of triangulation in MMR, followed by a 
summary of the themes emerging from all three studies, and how they relate to each other. 
I then discuss the mixed methods results along with the limitations of the chosen approach. 
I then move on to discuss the thesis with its implications for policy and practice. The 
discussion also includes a reflection upon the chosen methodology, strengths and 
limitations of the research, researcher reflections, and recommendations. Finally, the 
chapter concludes with overall conclusions of the three studies, strengths and limitations, 
suggestions for future research, researcher reflections, and recommendations.  
7.2 Triangulation of results 
 
The analyses of the individual studies were conducted concurrently and the integration of 
all the findings was done in a final stage. Onwuegbuzie and Combs (2011) calls this 
concurrent mixed analysis, which fits the concurrent design as no single phase of the 
research drove the subsequent phase of data collection. Triangulation is a useful approach 
for analysing mixed methods data because it brings together data in a holistic way, and 
look beyond the traditions of quantitative research at the top of the hierarchy of 
methodologies (Denzin 2012). That is, triangulation works on the basis that the sum of the 
research parts is more valuable than each individual strand. In addition to integrating 
results from individual studies, triangulation draws upon mixed methods, and aims to 
“describe a process of studying a problem using different methods to gain a more complete 
picture” (O’Cathain, Murphy & Nicholl, 2010, p. 1147).  
 
In terms of specific procedures used to triangulate results, a first approach is to present 
data from all strands of the research on the same page and explore where there is 
agreement and disagreement (Farmer et al., 2006). This encourages exploration of ‘meta 
themes’ (O’Cathain, Murphy & Nicholl, 2010). In the current study, triangulation was used 




There has been some criticism towards the use of triangulation in qualitative research or 
MMR, as it has been argued that researchers fail to provide detail and transparency of 
using it as a method for increasing rigour and trustworthiness (Farmer et al., 2006). For 
that reason, using a protocol was regarded as important to provide transparency of how the 
data integration was performed.  
 
The triangulation of the three studies sought to address the overall aim of comparing and 
contrasting practices and perceptions around alcohol use in England and Sweden (see 3.2). 
The triangulation protocol(Farmer et al., 2006) to was used to integrate the results from 
each of the individual studies to. Each step of the protocol is described in table 26. 
 
Table 26. Triangulation protocol* 
Step Activity 
1. Sorting The findings from each individual study were revisited, with the specific 
intention to extract findings that overlapped with other strands of the research 
as well as identify findings that only occurred in individual studies.  
2. Convergence 
coding 
Themes from each study were identified and each theme was compared with 
the other strands to explore the level of convergence. For this exercisee, a 
separate document was created where each theme and examples from the study 
were mapped out in a matrix to facilitate comparisons (Table 29). As suggested 
by Farmer et al. (2006), the data was explored in regards to convergence. This 
includes coding of the data in relation to i) agreement, ii) partial agreement, iii) 
silence, and iv) dissonance** 
3. Convergence 
assessment 
All the themes compared across the studies were reviewed to provide an 
overall description of convergence, i.e. whether there was agreement on 




All findings included in the synthesised analysis were compared to summarise 
what the findings from all three studies were. This step aimed to develop 
further understanding of key findings on an overall level relating to the 
research question, but also unique contributions.  
*Farmer et al. (2006) defines three ways of triangulate data in qualitative research: methodological, 
research, and data source. The current study focuses on triangulation of findings from the different 
strands of the study using different methods for data collection. The protocol has therefore been 
adjusted, as many aspects relate to a protocol that includes ways of triangulate in a team of 
researchers. 
**Farmer et al. (2006) go into more detail around the level of agreement in regards to frequency of 
themes in each data set, however for this analysis the focus was on the meaning and interpretation of 






Farmer et al. (2006) describe additional fifth and sixth steps in the process as “researcher 
comparison” and “feedback”. These steps were not relevant for triangulation of the data in 
the current study as it was done by a single researcher, and are therefore excluded from the 
table. Otherwise the methods used follow those set out in steps 1–4 in the table. Each study 
was analysed in sequence i.e. Study 1–3.  
 
In step 1, the findings were explored to develop key themes, which are listed in a matrix 
(Table 27). After the key themes were listed, the findings were explored for each of the 
emerging themes. For each of the themes, a description was provided for the key findings 
and coded across all the studies. For example, the theme “drinking during pregnancy is 
more common in England”, originated in study I where a higher prevalence was shown in 
England compared to Sweden but the theme was also present in Studies II and III where 
the representations of pregnant women’s drinking showed potential cultural difference 
relating to for example higher perceived stigma of drinking during pregnancy in Sweden. 
Once all the themes had been summarised in the matrix, themes were grouped into global 
themes and mapped out with reference to the level of convergence across the studies. 
These are presented in the next section 
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Table 27. Data triangulation matrix 
Main themes 
Presence in studies 












♦ ♦ ♦ ♦ Study I: 4% of Swedish women 44% of English women drank during pregnancy (p < 0.001) 
♦ Study II: No Swedish women drank whilst pregnancy, while half of the English women did. Swedish parents 
were more negative towards drinking and focused on the rights of the foetus whereas many English parents 
argued that it is ultimately a personal decision.  
♦ Study III: Swedish midwives believed that drinking during pregnancy is very unusual, English midwives 
partially agreed but some expressed that women may have some alcohol (due to inconsistent information) 
 
Convergence coding: agreement 
 
Drinking is more 
common at the end 
of the pregnancy 
♦ – – ♦ Study I: Among the 48 women who reported any drinking during pregnancy, 60% abstained in the first 
trimester but drank in the second, third or second and third trimester.   
 





♦ ♦ ♦ ♦ Study I: The majority of women who drank during pregnancy consumed 25g of alcohol (approximately three 
UK units) or less per drinking occasion  
♦ Study II: Women who drank during pregnancy were clear on that they drank on rare occasions and limited 
amount (e.g. only one glass of wine). A few women felt informed on the recommended number of units and how 
much drink contained. Women described themselves as drinking in a non-risky way.  
♦ Study III: The majority of midwives believed most women stop drinking, but that there may be women who 
are not honest about being abstinent. Some English midwives believed women have small amounts.  
 





Presence in studies 







with alcohol use 
during pregnancy  
♦ ♦ – ♦ Study I: English women were significantly more likely to report any alcohol use during pregnancy than 
Swedish women. Multivariable logistic regression analysis of English women showed that variables contributing 
to the model were higher frequency of drinking before pregnancy and advice that small amounts were acceptable 
to consume.   
♦ Study II: Among the women who took part in the interview, only English women reported having drunk 
alcohol when they were pregnant.  
 
Convergence coding: partial agreement 
 






♦ ♦ ♦ ◊ Study I: 36% of drinkers were advised to drink less compared to 9% abstainers (p < 0.001). 
◊ Study II: Among women who drank, some had been advised that they could consume small amounts of 
alcohol.  
◊ Study III: English midwives expressed that there is conflicting information for example in the media, and one 
midwife specifically believed that women do drink because the NICE guidelines allow for some drinking.  
 
Convergence coding: partial agreement 
 
Safe limit of 
drinking 
♦ ♦ ♦ ◊ Study I: Among drinkers, 42% believed there is a safe limit compared to 13% of abstainers (p < .001). 
Drinkers were also more likely than abstainers to agree with having one glass of wine for the woman to feel 
good is not harmful (41% and 14%, respectively, p < 0.001) 
◊ Study II: Swedish parents talked about that there is no safe limit of drinking and even small amounts can 
harm. Among English women who drank, one specifically discussed the NICE guidelines and how she would 
measure it exactly to stay within the limits. Several parents discussed that heavy drinking and binge drinking 
would be harmful.  
◊ Study III: Swedish midwives expressed that no alcohol is safe during pregnancy, whereas English midwives 
noted that small amount may not cause harm. Some English midwives noted that the guidelines have changed 
over time, and thereby also the recommendation of what is ‘safe’.  
 





Presence in studies 








♦ ♦ – ♦ Study I: Drinkers were more likely to report that their partner drank more frequently before and during 
pregnancy, compared to abstainers. However, partner’s frequency of drinking was not a contributing factor in 
the final regression model. 
♦ Study II: Women talked about shared habits, where they used to drink with their partner. However, frequency 
was not something that was discussed explicitly and overall the partner’s habit was not seen as something that 
would influence women to continue to drink.  
 
Convergence coding: dissonance 
Difference in 
clarity of advice  
♦ ♦ ♦ ♦ Study I: Women who reported any alcohol use during pregnancy were more likely to agree that advice about 
alcohol is unclear, compared to abstainers (39% and 20%, respectively, p = 0.018).  
♦ Study II: Swedish parents were all clear on that midwives advised no drinking during pregnancy. The 
experiences from English parents were varied from abstinence to small amount or in some cases advice to just 
not drink heavily. A few even described getting conflicting advice from different health professionals. 
♦ Study III: Midwives in both countries argued that they always gave the advice to women to abstain 
completely from alcohol, but English midwives suggested that other midwives may advise small amounts due to 
the NICE guidelines. One English midwife specifically argued that changes in the guidelines created confusion 
for midwives to give accurate advice. 
  
Convergence coding: dissonance 
Intoxication – ♦ – ♦ Study II: Some women who drank specifically evaluated the risk in relation to feeling intoxicated. They 
talked about not feeling the effects of alcohol; however it is not clear if the amount they consumed was more 
than recommended. Women often talked about a glass of wine, few specifically talked about their intake in 
terms of units. 
  









Presence in studies 








♦ ♦ ♦ ♦ Study I: Before pregnancy, 90% of women drank alcohol and one in five pregnancies were unplanned.   
♦ Study II: Many women had consumed alcohol before they knew that they were pregnant, even women who 
planned to get pregnant. Few women had been concerned as it was perceived to be common that women drink 
before they know they are pregnant.  
♦ Study III: Midwives had experience of meeting many women who had been drinking before they knew they 
were pregnant. Most of them felt that it was a matter of moving on from that point, however a few asked for 
more guidance on what to advice women who had been drinking before they knew due to the uncertainty if any 
harm has been caused.  
 
Convergence coding: partial agreement 
 
Social pressure to 
drink 
– ♦ – ♦ Study II: Some women described pressure to drink when pregnant. One aspect was older relatives who had 
more relaxed attitudes towards drinking, arguing that some drinking was not harmful as it was what they had 
done when they were pregnant. Among English parents there were some who had experiences of friends who 
had expressed opinions that it would not be harmful to have some alcohol.  
 
Convergence coding: silence 
 
Autonomy versus 
rights of foetus 
♦ ♦ – ♦ Study I: Women who reported any alcohol use in pregnancy was more likely tp agree with the statement that 
if women feel good by having small amounts of alcohol it is not harmful to the baby, and less likely to agree that 
alcohol is always a risk to the baby. Similar differences were also evident between English and Swedish women 
(data not shown).  
♦ Study II: Swedish parents were concerned that drinking was an intrusion on the rights of the foetus, and the 
narratives often included words such as “selfish” and “stupid” that women would drink when they are pregnant. 
Even the few that did note that perhaps it is an individual decision, also expressed concerns for the foetus’s 
rights. English parents however generally were more inclined to talk about the woman’s right to her body and 
make her own decisions. A few also noted that it’s also the partner’s child and the partner should have a say in 
this matter.  
 





Presence in studies 






Tailored advice – ♦ ♦ ♦ Study II: In both countries many women had not received much information during their antenatal visit, but 
noted that if they had asked for it or if they had displayed some risk factors they may have gotten more 
information.  
♦ Study II: Midwives in both countries highlighted the importance of tailoring the conversation to the person, 
which for them was related to having a good relationship with the woman. Although all midwives were clear on 
that they felt comfortable talking about alcohol, they were concerned about sustaining a good relationship with 
the woman whereby tailoring was perceived as important. 
 
Convergence coding: agreement  
 
Women drink at 
special occasions 
♦ ♦ ♦ ♦ Study I: Among the women who reported any alcohol use during pregnancy 16 drank only at special 
occasions, whilst 10 only drank on typical occasions and 10 drank at both.   
♦ Study II: Several women, and partners, described drinking as an occasional occurrence during pregnancy 
which was often related to a special occasion such as a wedding, at Christmas, or birthdays.  
♦ Study III: A few midwives mentioned that special occasions might be a temptation to drink for women as 
they normally would have a drink at these occasions. One midwife specifically believed that special occasions 
may be when women drink, as opposed to regular drinking.  
 
Convergence coding: partial agreement 
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7.3 Synthesised results 
 
The triangulation process identified 14 themes from the individual studies, of which eleven 
were also present in at least two strands of the research. Figure 13 provides an overview of 
the main themes and meta-themes identified across the studies.   
 
Figure 13. Identified themes and meta-themes across all strands of the study 
 
Six themes had partial agreement across the strands, implying that some of the meaning 
was present in another study but not necessarily that the findings represented the same 
meaning. Three themes were coded as agreement and three as dissonant (indicating the 
theme differed in the meaning or prominence within different strands). Two themes were 
coded as silent, meaning that the theme was not present in any other strand. The majority 
of themes therefore either fully or partially agreed, indicating that findings were confirmed 
or complemented across the strands. Equally important, there were some findings that only 
occurred in one strand or where findings disagreed with those from other strands of the 
research. Several themes were related to each other and were merged into three meta-
Main themes 
Partial agreement 
Women drink at special occasions 
Autonomy versus rights of the foetus 
Drinking before knowing 
Safe limit of drinking 
Advice to limit drinking influences continued use 
Predictors for drinking 
Dissonance 
Quantities consumed during pregnancy 
Frequent drinking partners 
Difference in clarity of advice 
Silence 
Intoxication 
Social pressure to drink 
 
Agreement 















themes; cultural differences, contexts of drinking during pregnancy, and provision of 
guidance and advice. In the following sections these interpretation of these three themes, 
are presented in relation to the existing literature.  
7.3.1 Cultural differences 
 
The results were clear across all three studies that drinking alcohol during pregnancy is 
more common in England than in Sweden. The survey results showed a significant 
difference in the prevalence of women who had consumed alcohol, and this was supported 
by the interviews with parents as well as with midwives. This agrees with other survey 
results have found that around two fifths of English women retrospectively reported 
drinking during pregnancy (McAndrew et al., 2012); and that that around six percent of 
women continue to drink in Sweden (Nilsen et al., 2008; Skagerström et al., 2013).  
 
The difference in recommendations to pregnant women may have contributed to this 
difference; however causal relationship cannot be determined from these data. The study 
found no significant difference between English and Swedish women in proportion who 
were recommended to abstain, yet significantly more English women had been advised to 
cut down on their intake. In addition, more English women reported that they had been 
told that small amounts were acceptable. It has been shown that women who receive such 
advice have higher odds of continue to drink (Nilsen et al., 2012). The conflict within this 
theme, however, was the fact that midwives in England reported always advising pregnant 
women not to drink. English midwives disclosed their personal opinions, which were 
permissive of some drinking.  
 
Previous research has indicated that in a sample of Swedish women (N=1,974) who were 
asked three to six months after giving birth about drinking during pregnancy, significantly 
more women reported drinking during pregnancy when asked to “estimate alcohol use 
during pregnancy”, compared to estimating after pregnancy recognition (OR = 1.54, 95% 
CI: 1.07–2.21, p = 0.019) (Skagerström, 2015). The focused questions on pre-pregnancy 
drinking used by Swedish midwives appeared to be an acceptable way to address alcohol 
us during pregnancy. Previous research has also indicated that focusing on pre-pregnancy 
habits is perceived as a good strategy by health professionals (Herzig et al., 2006). 
Following the new recommendations from the UK CMOs, there are good opportunities to 
explore not only whether this may change the number of women reporting receiving 
abstinence advice, but also midwives beliefs around the change in policy. 
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The difference in prevalence of alcohol use during pregnancy may be attributed to attitudes 
around drinking generally, as Study I found that English parents were more likely to agree 
with the statement that some alcohol might not be harmful to the foetus if the woman feels 
good by having some. Significantly fewer English women than Swedish also agreed with 
the statement that alcohol was always a risk to the foetus. This was contextualised when 
Swedish parents discussed the rights of the unborn child whilst English parents had a 
larger focus on the right of a woman to make autonomous decisions regarding her own 
body. As Markens, Browner and Press (1997) noted, the maternal-foetal conflict “emerges 
in particular women, in particular pregnancies, and in particular contexts” (p.368). As such, 
it seemed that a “conflict” between the wellbeing of the foetus and the mother was absent 
among Swedish parents, as they may have viewed them as one entity. Among some 
English parents, this conflict was present as they weighted up risks in relation to wellbeing 
of the mother and her right to decide whether or not to drink. This may also be reflected in 
the opinions regarding safe levels of drinking during pregnancy, where significantly more 
English parents believed that there is a safe level of drinking. In interviews with parents, 
safe levels were discussed in terms of recommended maximum intake in the guidelines, 
but less quantified statements such of “moderation” or “responsible drinking” emerged. 
Previous work showing that abstaining women are more likely to agree that women should 
not drink anything during pregnancy (Kesmodel & Schiøler Kesmodel, 2002), and that 
positive or neutral attitudes towards drinking significantly increases likelihood of intending 
to drink in a future pregnancy (Peadon et al., 2011).  
 
It is possible that English parents’ more accepting views of drinking may be related to the 
drinking guidelines in place at the time, which allowed for small amounts to be taken. 
Midwives in both countries were clear that no alcohol is the best recommendation and as 
such the safest option. Despite this scepticism on whether small amounts would harm, they 
described always advising women to abstain, yet the survey responses suggests that this 
may not always be the case.   
7.3.2 Contexts of drinking during pregnancy 
 
Study I included the question of drinking at special occasions, as women may be more 
inclined to drink at special occasions during pregnancy, rather than in a regular pattern. 
The survey results indicated that across pregnancy, similar numbers of women who 
reported any alcohol use during pregnancy drank only at typical occasion. However, those 
special occasions may be of importance if the amount consumed differs from typical 
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drinking occasions, which this study was not able to explore further. Women in Study II 
who drank during pregnancy described their drinking as occurring on rare occasions, often 
at celebrations such as Christmas, weddings, or birthday parties. This was also confirmed 
by the partners of women who drank during pregnancy. Midwives overall were not clear 
on this subject, with only a few mentioning the impact of special occasions as a potential 
temptation for women. Only one midwife specifically described her belief that women 
drink during pregnancy on these occasions, as she believed women may view them as 
exceptional occasions where drinking is acceptable.  
 
Another important issue was the theme around social pressure to drink. The survey results 
did not specifically ask about social pressure to drink, and therefore did not contribute to 
this theme. However this emerged as a clear theme in the interviews as pregnant women 
referred to older relatives who sometimes encouraged women to drink on the basis that 
some drinking would not be harmful to the foetus. Parents in both countries reported this 
experience with older relatives, which they argued was due to less strict health advice 
when the older relatives had been pregnant. Some English parents noted that social 
pressure also came from friends in the same generation. This happened for women who 
abstained, who sometimes felt uncomfortable to argue their case when other pregnant 
women chose to drink, but also women who continued to drink. The influence of social 
norms on drinking behaviour has been shown in for example in college populations 
(Borsari & Carey, 2003; Halim, Hasking & Allen, 2012; Neighbors et al., 2007) and the 
perceived stigma of drinking during pregnancy (Room, 2005) may discourage women 
from drinking. The current study contributes to the scarce literature on potential influence 
of social norms on prenatal alcohol use, where it seems that the strong advocacy for 
abstinence in Sweden has formed strong social norms against drinking (Skagerström, 
Häggström-Nordin & Allehagen, 2015). Furthermore, the uncertainty of whether there are 
safe limits of drinking (Raymond et al., 2009) may have contributed to greater scepticism 
in England towards risk with drinking small amounts and created more accepting norms. 
Given the recent changes in the proposed guidelines from the UK CMOs to advocate 
abstinence (Department of Health, 2015), which were based on a precautionary approach, 
these views may shift in the future.  
 
Finally, the research also aimed to explore, as part of associated factors for drinking during 
pregnancy, the role of the pregnant woman’s partner. The survey results indicated that 
there was an association between higher frequency of drinking among partners of women 
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who drank during pregnancy, yet this was not significant in the final model. The interviews 
showed that women were not necessarily influenced by their partner’s drinking, although 
some who drank during pregnancy would drink with their partner. Many women who 
abstained from alcohol had partners who continued to drink, but some partners changed 
only shared habits, for example type of beverage or not drinking in the home. Further 
research should explore these aspects more closely, and whether there are associations 
between the type of changes a partner makes and continued drinking for the pregnant 
woman. This would add to the literature, where heavy drinking in the partner has been 
identified as a predictor for prenatal alcohol use (Bakhireva et al., 2011), yet changes in 
beverage type and drinking pattern may also play part.   
7.3.3 Provision of guidance and advice 
 
The findings also indicated partial agreement across the two qualitative studies on the role 
of advice in regards to level of detail. Women believed that if they had presented 
themselves differently (as a big drinker or someone who “looked” like they might drink), 
the midwives would have spent more time on the topic of alcohol. They also suggested that 
more information about alcohol would have been given if they had asked for it. Similar 
findings were reflected in Study III, where most midwives spoke about the importance of 
being adaptable and responsive to the woman in front of them. One reason was their 
concern with having a good relationship with the woman. An interesting finding, given the 
comparative approach of the research, was the dissonance across studies in the perceived 
clarity of advice. Significantly more English parents agreed that advice about alcohol was 
unclear in study I, which was also reflected in study II where experiences were very varied. 
In contrast to Swedish parents who were interviewed, this was a clear difference as they all 
had received the advice to abstain. The dissonance in this theme was found in that all 
midwives were clear that they only advise women to abstain.  
 
The type of advice given in antenatal care appeared to influence women’s choice to 
continue or stop drinking during pregnancy. Study I showed that a significantly higher 
proportion of women who continued to drink had been given advice to limit their intake. In 
Study II, it was not as clear what the impact was arising from the type of advice from the 
midwife, but women who continued to drink (who were all English) were aware that there 
was a ‘low risk’ approach in the guidelines. Midwives in Study III mentioned that women 
are exposed to media reports that small amounts may not harm the baby, which may 
influence their perceptions and behaviour. One midwife specifically argued that the NICE 
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guidelines influence women’s drinking, because they allow for having some alcohol. She 
was clear that she believed, that most women have small amounts because of the 
guidelines, despite that most women would tell her they drank nothing. 
 
Another theme that came through all strands of the research was alcohol exposure before 
the pregnancy was known. Study I showed that the majority of women drank before 
pregnancy. For most women around five weeks passed before they discovered they were 
pregnant, meaning they may have unintentionally exposed their baby to alcohol. This was 
also reflected in Study II, where several women had been drinking, sometimes heavily, 
before they found out they were pregnant; also women who planned to get pregnant had 
been drinking before they found out. Midwives were concerned about women’s drinking in 
general and several had experience of women who had been drinking before they found 
out about the pregnancy. Some called for more guidance on how to support women who 
were concerned about alcohol exposure before they found out about the pregnancy. This 
theme was a clear finding across studies and emphasised the need to also focus on pre-
pregnancy drinking habits.  
 
Finally, two themes in Study I were coded as silent as they did not emerge in any of the 
other two studies. The first one was regarding factors associated with continued drinking, 
specifically frequency of drinking prior to pregnancy. While some parents described habits 
around drinking after work prior to getting pregnant, this was not a clear theme that further 
added to the quantitative findings. The other silent theme was the proportion of women 
who consumed alcohol in different stages of pregnancy; 60% of women who drank any 
alcohol did not drink during the first trimester. Some women in Study II displayed 
knowledge around the increased risks with drinking in the first trimester; however there 
were no discussions on whether that meant drinking in late pregnancy was considered safe. 
Previous research has found that women believe that drinking in later pregnancy is safe 
(Elek et al., 2013; Loxton et al., 2013), but the current study does not provide conclusive 
evidence that English and Swedish women held such beliefs.  
7.4 General discussion  
 
This mixed methods study explored practices of and attitudes towards alcohol use during 
pregnancy, from a public health perspective. The study was designed from the socio-
ecological model of health (Bronfenbrenner, 1979; Sallis, Owen & Fisher, 2008), and 
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specifically aimed to create a wider understanding of the contexts in which alcohol is used 
during pregnancy from a cross-cultural perspective. The public health approach offers a 
wider understanding of prenatal alcohol use within a societal perspective, which can be 
contrasted against the medical paradigm in which it has existed for decades, following the 
first diagnoses of FAS in the 1970s (Golden, 2005). The findings showed that pregnancy is 
a time in women’s lives where alcohol often is given up completely. However, the wider 
importance of alcohol in women’s lives before and while they are pregnant needs to be 
considered further. This was clear in Study I, as frequency of drinking before pregnancy 
was associated with an increased likelihood of any alcohol use during pregnancy. 
Furthermore, midwives in England and Sweden emphasised that drinking among women 
in general is a public health concern. In their experience, very few women continue to 
drink once they have found out they are pregnant.   
 
This research approached the topic of alcohol and pregnancy with a novel design, 
comparing two countries which at the time of the study had different official guidelines for 
pregnant women. The mixed methods design allowed new insights into how attitudes and 
risk perception differs across cultures, which may be important in designing health 
promotion messages about alcohol and pregnancy that are culturally appropriate. The 
current research further shows that drinking during pregnancy is a complex phenomenon. 
In England, where guidelines allowed for some drinking, some women did not consider 
drinking as an issue if it was kept at “responsible” levels. The potential positive 
connotations with drinking need attention, as they may mitigate beliefs about risk. That is, 
in conversations with pregnant women, midwives may need to ask more contextual 
questions around drinking at dinner or social events, or whether having small amounts of 
alcohol is a form of relaxation. The context of drinking may also be of importance for 
future research and development of surveys, which will be discussed in the following 
sections. 
7.4.1 How do we interpret statistics on women’s drinking? - Methodological 
issues 
 
Previous studies have given a great deal of insight into prevalence and patterns of drinking 
during pregnancy, yet some important aspects of prenatal alcohol use are under-studied. 
The cross-sectional survey included in this research could not draw conclusions on the 
pattern of drinking in relation to typical or special occasions, due to small numbers of 
women who reported any alcohol use, but given that as many women who only drank at 
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typical drinking occasions drank only at special occasions, this warrants further exploring.  
 
The qualitative phase of the research indicated that from the perspective of a culture where 
low to moderate prenatal alcohol use is not necessarily stigmatised, women may consume 
alcohol at special occasions. Wider social norms and shared values within society appear 
to shape the different opinions that English and Swedish parents held about prenatal 
alcohol use. This includes perceptions that special occasions, or very occasional drinking 
in general, do not constitute a risk to the baby.  
 
Drinking among pregnant women does not necessarily constitute a regular pattern. 
Answers regarding drinking may therefore not fit standard questions on an alcohol 
screening questionnaire, which is an important aspect to consider in relation to 
underreporting (Meurk et al., 2014). In the current study, the proportion of abstainers 
decreased in the later stages of pregnancy, which resonates with findings from previous 
research (Ethen et al., 2009; Hutchinson et al., 2013). Most published studies that have 
assessed alcohol during pregnancy using concurrent reports have only used one point 
during pregnancy, as early as the first trimester (Göransson et al., 2003; O’Keeffe et al., 
2015; Skagerström et al., 2013; Smith et al., 2014). If women’s drinking changes later 
during pregnancy, follow-up in maternity care is important to ensure that women receive 
guidance and support, even if they reported being abstinent at booking. Improving the 
measuring of alcohol during pregnancy needs greater consistency across studies and would 
not only provide more accurate estimates for prenatal alcohol use but could also be 
important for studies that rely on self-report in relation to outcomes for the child. One 
approach would be to use TLFB, which has been suggested as a useful screening tool over 
the course of the pregnancy (Savage et al., 2003), and could be used to also explore 
drinking occasions. The qualitative result in the current study also suggested that 
measuring alcohol use during pregnancy is an area that needs more research, as women’s 
definitions of what constitutes drinking during pregnancy may vary. Some women may not 
consider occasional or small amounts as alcohol use per se, which is likely to affect 
reported levels of drinking. Meurk et al. (2014) pointed out that women tended to 
underreport if occasional drinking was missing on the screening questionnaires. Defining 
oneself as regular drinker by choosing frequency such as once per month might have 
underpinning moral connotations, making women cautious about defining them in those 
terms. Based on the results from all three studies within the current research, I argue that 
alongside the growing interest to better estimate consumption (Bellis et al., 2015) and 
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describing drinking occasions (Ally et al., 2016) in general in the field of alcohol research, 
there is a need for this type of focus also during pregnancy.  
 
Finally, there has been an increased interest in not only defining drinking among adults as 
risky or non-risky, but also in terms of their associations with different types of drinking 
occasions. Ally et al. (2016) developed a typology of drinking occasions, based on the 
location and context in which people in GB consumed alcohol. The study found for 
example two types of drinking occasions for drinking at home with a partner. While there 
were drinking occasions at home with partner that were associated with low risk drinking 
(on average 3.2 units), other drinking occasions with partner at home were related to 
higher levels of drinking (average 11.6 units). These heavier drinking occasions with a 
partner were associated with increasing risk and high risk drinking. Apart from partner 
drinking, the typology identified other occasions where amount consumed differed (Ally et 
al., 2016). The idea of thinking about different situations in which people drink is also 
relevant for pregnancy. The current study only had small numbers of drinkers, which 
limited detailed analyses of different contexts of drinking. A recent study by Social Policy 
Evaluation and Research Unit (Superu) (Superu, 2015) in New Zealand, however, analysed 
drinking data from women in the Growing up in New Zealand study (N=6,822). Categories 
of drinkers during pregnancy were created, based on drinking data covering the period 
until discovering the pregnancy and then in all three trimesters. Women were categorised 
as quick changers (43%), non-drinkers (29%), very slow changers (11%), slow changers 
(5%), drifters (5%), regressors (5%), and hardy drinkers (2%). With demographic data for 
each of these categories, the study could further describe the pathways of drinking during 
pregnancy. I contest that, in the light of the data presented in the current study, drinking 
profiles and drinking occasions are important areas for future research. Better 
understanding of the pathways is especially important to identify women who remain 
heavy drinkers and those who might regress to heavy drinking later in pregnancy.   
7.4.2 Alcohol, risk, and culture  
 
Researchers have argued that drinking during pregnancy has increasingly become a 
priority on the maternal health agenda, where the precautionary principle is key (Leppo, 
Hecksher & Tryggvesson, 2014). Such development over time has not been without 
criticism. Some researchers have argued that without clear evidence that small to moderate 
amounts harm the foetus, it is ethically wrong to withhold women’s right to decide over 
their own bodies (Gavaghan, 2009; Lupton, 2012). The concept of risk is therefore central 
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in the discourse of pregnant women’s alcohol use, and the question is whether women are 
unaware of the risks with drinking. The current study suggests that some women were well 
aware of FAS, or FASD, yet women who drank appeared to rely on their own instinct of 
what level of consumption felt safe. Information can be viewed as one of many factors that 
influence behaviour, as beliefs and values contribute to how people process available 
information and translate that into behaviour (Naidoo & Wills, 2000).  
 
Ford (2013) explored alcohol use during pregnancy among Scottish women and disagreed 
with the idea that education on the risks of drinking would discourage women from 
drinking. She acknowledged in her thesis that values and beliefs shape interpretation of 
risk and that “women do not need to be ‘educated’ about the risks of alcohol […] for the 
women in this study drinking is an acceptable behaviour if it is controlled” (p.255). As 
women had a sense that low to moderate consumption was not risky drinking, more 
information would not influence them to abstain from alcohol (Ford, 2013). This relates to 
theories of how people understand and infer risks associated with certain behaviours. 
According to Slovic and Peters (2006), risk perception has two components; feelings 
(including instinctive and intuitive reactions), and analysis of the risk (based on reason, 
logic, and scientific deliberation). I argue that based on the results from the current 
research there are cultural differences in risk perception, which influence women’s 
decisions about drinking during pregnancy. Swedish women did not need to analyse the 
risk in relation to scientific evidence, as their instinctive reactions and what they knew 
from the social environment around them was enough to discourage them from drinking. 
This was different for English women, evident when they discussed the guidelines and 
their knowledge of some of the risks with prenatal alcohol use. Evidence was discussed, or 
the lack thereof and women who drank described that some alcohol consumption was 
acceptable. The findings provide insights into the cultural differences in the interpretation 
of the precautionary principle (Gardiner, 2006), which since January 2016 is central in 
official recommendations about alcohol and pregnancy in both England and Sweden. 
Following the new proposed guidance from the CMOs in the UK, which harmonises the 
advice to English women with that of Scottish women (NHS Health Scotland, 2016), 
studies need to follow up changes in attitudes and practices over time.  
 
Similarly to what Ford (2013) addressed in her thesis, specifically the acceptability of 
controlled drinking, sophistication in drinking wine was part of narratives in the current 
study. This included aspects of pleasure related to drinking and risk perception was 
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evaluated in relation to ‘others’. I argue that some parents’ arguments of controlled 
behaviour are incorporated in a wider cultural awareness of risk. The risks for negative 
outcomes from low to moderate drinking are unclear, as reported by women in Study II, 
and ambiguity further add to the interpretation of what the level of risk might be. Beck 
(2007) argued that living in a “world risk society” in modern society does not equate 
knowledge but rather “non-knowing”. 
World risk society is a non-knowledge society in a very precise sense. In 
contrast to the premodern era it cannot be overcome by more and better 
knowledge, more and better science; rather precisely the opposite holds: 
it is the product of more and better science. Non-knowledge rules the 
world risk society. Hence, living in the milieu of manufactured non-
knowledge means seeking unknown answers to questions that nobody can 
clearly formulate. 
(Beck, 2007, p. 115) 
 
What is important in relation to the current research is what people do with non-knowledge. 
In this instance, Swedish parents and midwives interpreted the uncertainty of low and 
moderate drinking as any alcohol can harm. I argue that this is part of a wider set of social 
norms around alcohol and pregnancy, and most likely also motherhood and health 
behaviour as pointed out by for example Leppo, Hecksher and Tryggvesson (2014). This 
was also clear in parents’ focus on the rights of the foetus in their narratives around moral 
discourses of drinking during pregnancy. English parents, on the other hand, evaluated 
uncertainty primarily that small amounts most likely are not harmful, yet women who 
abstained still emphasised that it is best to not take any chances. Perhaps this reasoning 
around small amounts is why English parents overall put greater focus on women’s rights 
to make their own decisions. The debate around risk related to drinking during pregnancy 
is certainly not settled, but for future research I believe that it is important to further 
explore the variations in risk perceptions within a wider set of cultural norms.  
7.5 Strengths and limitations 
 
This research has several limitations that need to be acknowledged, in addition to the 
limitations of each individual study as presented in Chapter 4–6. Firstly, one of the 
difficulties with MMR is to ensure rigour in each component of the study. My limited 
experience with MMR was a weakness in this aspect. However, as the research problem is 
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complex, a mixed methods design was most suitable. One strength is therefore that the 
findings have provided new insights into how women conceptualise drinking during 
pregnancy, and how social aspects are important considerations for midwives to address in 
maternity services. The quantitative findings, indicating that alcohol habits before 
pregnancy is a public health issue in itself and may be significant in relation to pregnancy, 
were further contextualised by the qualitative findings. Previous research has addressed the 
issue of pre-pregnancy alcohol use quantitatively but to my knowledge this type of 
research has not been triangulated with qualitative data.  
 
As noted in Chapter 3, there are epistemological tensions regarding the use of MMR, and 
while it has been argued that the choice of methodology is theoretically justified it is 
important to highlight that the criticisms of MMR as a research paradigm of its own right 
need to be acknowledged. Furthermore, this research focused on women who attend 
antenatal care but do not have alcohol misuse issues or are alcohol dependent. The 
conceptualisation of drinking during pregnancy among women who may have multiple 
social issues, in addition to a substance misuse problem, is likely to be different to women 
who choose to have a small amount of alcohol. The results presented here can therefore not 
be interpreted for that group of women. However, having a well-developed antenatal care 
system that addresses alcohol and facilitates disclosure is important to ensure that women 
who do have alcohol misuse problems are provided appropriate specialist services.  
7.6 Conclusions 
 
The final chapter of this thesis has presented the integrated analysis of findings from this 
study, which aimed to increase the understanding of alcohol use during pregnancy by 
exploring maternal drinking during pregnancy through a cross-cultural lens in relation to 
attitudes and practices of prenatal alcohol use in England and Sweden. Specifically, the 
key conclusions based on the overall research questions are summarised below. 
 
Research question 1: What is the prevalence of retrospective self-reported alcohol use 
during pregnancy in England and Sweden?  
The results showed that alcohol use during pregnancy was more common in England, 





Research question 2: What factors are associated with continued alcohol use?  
Higher frequency of drinking before pregnancy was associated with greater likelihood of 
continued alcohol use, as was advice that small amounts were acceptable to consume. 
However, interviews with women indicated that also women who reported that alcohol 
was a significant part of their life before pregnancy. The accounts did not clearly state that 
frequent drinking necessarily influenced continued use, but women who did continue to 
drink did so in a familiar context such as special occasions or in company of their partner. 
 
Research question 3: What are parents’ attitudes and practices of alcohol use during 
pregnancy in England and Sweden? 
The findings suggested that there are cultural differences in attitudes towards drinking 
during pregnancy. Swedish parents and midwives were more concerned about risks from 
any level of drinking. English parents and midwives were aware that the evidence around 
risks with drinking small amounts was not clear, and therefore questioned whether it would 
cause harm to drink small amounts. 
 
Research question 4: What are midwives’ perceptions of pregnancy drinking 
guidelines and women’s alcohol use during pregnancy in England and Sweden? 
The ambiguity of the evidence, or the more so the uncertainty of risk of harm, was by 
Swedish midwives interpreted as that any alcohol is harmful. English midwives expressed 
similar scepticism as the parents in Study II, but were clear that abstinence advice was 
what they provided to expecting women or couples. 
 
Research question 5: What are midwives’ practices of providing alcohol advice in 
antenatal care?  
Across the two countries, midwives believed that pregnant women should be advised to 
consume no alcohol, as shown in Study III. However, it was clear from the other two 
studies that particularly in England the ‘low risk’ advice in the NICE guidelines was given 
to some women.  
 
In conclusion, clear abstinence policy may encourage women to abstain from alcohol 
during pregnancy. However the complexities related to how alcohol use during pregnancy 
is conceptualised requires training and resources for midwives to facilitate informative and 
supportive conversations with women and their partners.  
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7.7 Areas for future research 
 
Reflection upon the results from this research is the need for comparable data that can 
further develop cross-national comparisons on alcohol use during pregnancy. Currently we 
rely on data from individual studies, which all define drinking in different ways. For 
countries that change their drinking guidelines, this type of data would be invaluable to 
study changes in prevalence of drinking. Future research should further explore the best 
way of assessing pregnant women’s alcohol use is. The AUDIT tool has shown good 
results on pregnant populations (Burns, Gray & Smith, 2010), and the current study shows 
that Swedish midwives perceive it a useful tool. In the literature, studies have compared 
prevalence of alcohol use during pregnancy (O’Keeffe et al., 2015), but practices for 
assessing women’s alcohol habits clearly vary between countries.  
 
For the whole field to move forward, including research on outcomes from drinking during 
pregnancy, better data are needed. AUDIT has been shown to be an appropriate tool to use 
to screen for alcohol use during pregnancy (Burns, Gray & Smith, 2010) and the current 
study indicates that it is an accepted and used tool by Swedish midwives, but more 
research on the most appropriate way to assess women’s alcohol use is needed. Research 
has suggested that levels of drinking obtained from self-reports are much lower than when 
compared with biomarkers (Lange et al., 2014). With such evidence it is important to 
further elucidate how to support midwives to have good conversations with women that 
encourage honest reports of alcohol use.  
 
Further research is also needed to explore the interpretation and implementation of official 
pregnancy drinking guidelines as England in the new recommendations from the UK’s 
CMOs have moved towards a complete abstinence approach. In such an approach, 
individual beliefs as well as social norms should be integrated, in order to develop public 
health information and design effective interventions. 
 
Finally, the findings of this research also create new questions on the advice given by 
midwives. Further research is needed on how the type of advice influence women’s 
drinking during pregnancy. Specifically, how midwives address alcohol is important (in 
regards to assessment using formal screening tools or general questions) and also to 
separate between drinking before and after pregnancy recognition.  
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7.8 Researcher reflections 
 
Qualitative research, as has been highlighted earlier in this thesis, is subjective and the 
researcher is closer to the data than in quantitative research (Bryman, 2008; Green & 
Thorogood, 2014). This research has required reflection upon my own position in relation 
to the topic studied. I believe that my background as a young woman with no children of 
my own contributed to the research by allowing me to approach the subject without any 
pre-determined views on health behaviour during pregnancy. This may also have been a 
limitation, as I may have lacked understanding of certain aspects of the topic, though my 
feeling was rather that this was an advantage during the interviews. I personally learned 
about the participants’ experiences of being pregnant and entering parenthood. By having 
no preconceived ideas of pregnancy, or maternity services, parents seemed encouraged to 
share their experiences. The same was true in the discussions with the midwives, while I 
could ask questions as a researcher and try to apply context to the women’s stories I had no 
bias in how I perceived the services run. 
 
Within prevention research, from the perspective of community prevention programmes, 
there are different roles that the researcher can take on. The role has impact on the entire 
research process (Holmila et al., 2008), and this is likely to be true also for this more 
traditional researcher-interviewee relationship in the current study. According to Holmila 
et al. (2008) one role the researcher can take on is the ‘un-intrusive observer’ within 
community action research, where “care is taken by the researcher or research team to 
avoid influencing or changing the natural progression or flow of the community action 
project” (p.413). In a similar manner I tried to let the parents and midwives lead the 
interview in regards to sharing their knowledge. On a few occasions women asked me 
questions about the evidence of drinking, which I tried to answer at the end of the 
interview and instruct the interviewee to continue telling me about their experiences.  
 
There are also important reflections to be made on my own views of alcohol use during 
pregnancy before and after this research was conducted. Approaching this topic, I had 
never challenged my own beliefs of whether a woman should or should not drink alcohol 
during pregnancy. Like many of my participants, I assumed it was common knowledge to 
abstain from alcohol during pregnancy, perhaps reflecting the social norms in Sweden. I 
am thankful that this research has challenged my own views, and forced me to see this 
through multiple lenses. Primarily, as a researcher I believe that evidence is key and once 
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one attempts to untangle the evidence around risks with drinking during pregnancy, it 
becomes clear that this topic is rather complex. I have arrived at the conclusion that there 
indeed is a spectrum of drinking during pregnancy, and that some women drink under the 
perception that their behaviour is not out of control or risky, due to the context in which it 
occurs. On a personal level, I would make the decision not to drink any alcohol if I were 
pregnant. Like many of my participants I do not perceive alcohol to be a significant part of 
my life, and would therefore choose not to.  
 
Finally, one major learning point regarding the research process was the value of the 
qualitative findings. In hindsight, the research would have benefited from a sequential 
design, whereby the qualitative interviews were conducted to inform the development of 
the questionnaire. Although a pilot study was conducted, which subsequently led to 
excluding several items from the questionnaires, this alternative design would have 
improved and shortened the questionnaire significantly. This may have improved response 
rates as the questionnaire took at least 25 minutes to complete due to the in-depth 
retrospective questions regarding alcohol consumption, as well as health during pregnancy. 
Overall, conducting this research and writing the thesis has indeed developed me as a 
researcher and I believe that while there is much more I need to learn in this field, I have 
taken ownership of my research. This is demonstrated in the number of conferences I have 
presented at, and been invited to present at, as well as an invitation to share my research in 
‘Fetal Alcohol Forum’ (Schölin, 2015). It is clear that this is an area of interest within the 
field, but I believe that I have contributed with a novel approach of cross-cultural 
comparisons. Besides further developing my skills in research methods and research 
design, I believe that more importantly I have developed skills in critical appraisal of 
research and critical thinking of the ‘wider picture’ of alcohol research and alcohol policy. 
As has been presented throughout this section, there were few themes that were in full 
agreement across studies. This highlights the need for more qualitative research in this area, 
to inform the development of future surveys.  
7.9 Recommendations 
 
This research indicates that abstinence policy may be an important influence in creating a 
common perception of no drinking during pregnancy. While it is important to 
acknowledge the current evidence base, and the lack of consistent and clear evidence of a 
threshold for harm caused by alcohol, abstinence advice appears to be the best choice in 
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the aspect of creating clarity around what the advice is. In addition to national guidelines 
that promote abstinence, the aspects of midwives’ communication of the guidelines in 
practice are important. The findings indicate that there is dissonance in the perception of 
what recommendations midwives are giving in English maternity services from parents 
and midwives. The midwives included in this research were clear that abstinence was what 
they recommended, whereas parental experiences varied. In Sweden the two perspectives 
of provision of recommendations were in agreement. Further research is needed to explore, 
more extensively, midwives’ beliefs around alcohol and investigate the best ways to ensure 
consistent communication across the profession.  
 
The cross-cultural perspective allowed for observations of factors in the antenatal care 
system that appeared to have contributed to the more coherent view of alcohol advice 
among parents. Based on the findings it is recommended that; i) maternity services use a 
structured screening tool to discuss pre-pregnancy and pregnancy drinking habits, ii) 
midwives are regularly provided updated information about alcohol and pregnancy and 
how to best address it with their patients, iii) alcohol is discussed in a wider context to 
explore women’s social context and potential internal or external pressure to drink, iv) 
alcohol is routinely discussed throughout the pregnancy as well as at the booking 
appointment.  
 
Incorporating questions about drinking before pregnancy, in wider context than just 
assessing quantity – pattern before pregnancy (i.e. binge drinking) appears to be important. 
Midwives should, in line with the WHO guidelines (WHO, 2010), ask women about their 
alcohol use throughout the entire pregnancy. Addressing drinking habits before pregnancy 
(and whether these were shared with the partner) is important. When discussing prenatal 
alcohol use with women and their partners, midwives should keep in mind of the wider 
social contexts that women may drink and that a simple “are you currently drinking?” 
question may not suffice to engage a discussion. The conversation should address if there 
are situation where the woman might drink, whether her partner will support her, and if 
there are people around her that might encourage her to drink. A structured screening tool 
addressing alcohol use before pregnancy can allow midwives to have a conversation with 
women about their alcohol use. As per recommendation from Study I, midwives in 
England should consider trialling routine use of AUDIT for pre-pregnancy drinking. 
Midwives in both countries should consider asking women about occasional drinking, such 
as at special occasions. Midwives in both countries, but specifically in Sweden, should be 
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aware of the social norms and stigma around drinking during pregnancy and appreciate 
that women may not report occasional drinking.  
 
Finally, the findings have importance for policy makers. Abstinence policy may be the 
simplest message to give pregnant women. However, considering the recent change in the 
CMO recommendations for drinking guidelines, the rationale needs to be clearly outlined. 
In disseminating these new proposed guidelines midwives and other health professionals 
will need updated information about the research underpinning the new recommendations. 
In Sweden it was clear that recent decades’ investment in the ‘Risk Drinking Project’ in 
primary care, including antenatal care, had provided good training on the subject and 
occasional meetings allowed for updates or discussions around perceived challenges. 
English midwives were not required to update their training each year as they were 
required to do for smoking. In addition to training, the framing of health education needs 
to be considered. It needs to be recognised that in cultures where parents consider the 
woman’s autonomy as well as the baby’s health, too strong focus on the foetus might be 
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I am looking for some help with my research and need new parents 
(baby less than 12 months) to fill out a questionnaire! My name is 
Lisa Schölin and I am a PhD student at Liverpool John Moores 
University. I am running a survey about alcohol and pregnancy and 
have a questionnaire aimed at women and partners in Merseyside 
who’ve had a baby in the last 12 months. We are hoping from the 
results we can increase the understanding of alcohol use during 
pregnancy among women and their partners and whether services 
can be improved to give sufficient support during pregnancy. Will 
really appreciate all help with this and please share with people you 
know as well. Detailed information is provided on the first page 
when you click the link. Many thanks! Lisa 
 
http://www.survey.ljmu.ac.uk/alcpregwomen (questionnaire for 
women) 



















               
 

























































































Appendix F – Participant information sheet, interview 





















































Appendix J – Participant information sheet, interview 































Appendix M – Alcohol and pregnancy pamphlets  
  
National Organisation on Foetal Alcohol Spectrum Disorders (NOFASD), UK 









“En bra start” [A good start] 
https://www.folkhalsomyndigheten.se/pagefiles/12291/En-bra-start.pdf 
 
NHS Grampian, Scotland 
”Pregnancy, parenting and alcohol” 
http://www.nhsgrampian.org/grampianfoi/files/NHSG_Pregnancy_ParentingAlcohol.pdf 
 
ULSS 9 of Treviso, Italy 















































Appendix O – Additional tables 
 











Never  93 (93) 126 (98) 219 (96) 
≤Once per month  6 (6) 1 (1) 7 (3) 
2–4 times/month 1 (1) 1 (1) 2 (1) 




Never  84 (83) 125 (98) 209 (91) 
≤Once per month  13 (13) 3 (2) 16 (7) 
2–4 times/month 4 (4) – 4 (2) 




Never  75 (77) 126 (98) 201 (89) 
≤Once per month  17 (17) 2 (2) 19 (8) 
2–4 times/month 6 (6) - 6 (3) 
Missing 5 – 5 










Table b. Distribution of drinking across trimesters 
Participant 
(Nationality) 
First trimester Second trimester Third trimester 
g/typical g/special g/typical g/special g/typical g/special 
1 (E) Yes No No 
 76.80 76.80     
3 (E) No Yes Yes 
   17.92 17.92 17.92 17.92 
4 (E) Yes Yes Yes 
 17.92  17.92 17.92 17.92  
5 (E) No No Yes 
      6.60 
6 (E) No No Yes 
      17.92 
7 (E) No Yes No 
    98.56   
8 (E) No Yes Yes 
   17.92 35.84 17.92  
9 (E) Yes Yes Yes 
  35.84 53.76 35.84 17.92  
10 (E) Yes Yes Yes 
  17.92  17.92  35.84 
11 (E) No Yes Yes 
   17.92 17.92 17.92  
12 (E) Yes Yes Yes 
 17.92  17.92 17.92 17.92  
13 (E) Yes No Yes 
 4.48 4.48   17.92  
14 (E) No No Yes 
     17.92  
15 (E) No Yes Yes 
   17.92 17.92 17.92 35.84 
16 (E) Yes Yes Yes 
  17.92  17.92  17.92 
17 (E) No Yes Yes 
    7.20  7.20 
18 (E) No Yes Yes 
   17.92 17.92 17.92  
19 (E) Yes No No 
  17.92     
20 (E) Yes Yes Yes 
 17.92 17.92 43.52 35.84 17.92  
21 (E) No No Yes 
     17.92  
22 (E) No No Yes 
      11.20 
23 (E) No Yes Yes 
   17.92  25.60 25.60 
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24 (E) No Yes Yes 
    6.60 17.92 17.92 
25 (E) No Yes No 
    7.20   
26 (E) Yes Yes No 
 25.60  25.60 25.60   
27 (E) Yes No No 
  53.76     
28 (E) Yes Yes Yes 
 4.48  8.96 17.92 2.69  
29 (E) Yes No No 
 17.92      
30 (E) No No Yes 
      22.72 
31 (E) No No Yes 
     3.96  
32 (E) Yes Yes Yes 
  13.20  13.20  13.20 
33 (E) No Yes Yes 
   11.36  12.27  
34 (E) No Yes No 
   8.96 17.92   
35 (E) Yes No No 
 13.20      
36 (E) Yes  No No  
  4.48     
37 (E) No No Yes 
      8.96 
38 (E) Yes Yes No 
 17.92 17.92 17.92    
39 (E) No No Yes 
     17.92  
40 (E) No No Yes 
     35.84 35.84 
41 (E) No Yes Yes 
   10.75  10.75  
42 (E) No No Yes 
     11.20 8.00 
       
98 (E) No Yes No 
   22.72    
103(E) No No Yes 
     17.92 Missing* 
104 (S) No Yes Yes 
   6.00  6.00  
105 (S) No Yes No 





108 (S) Yes No No 
 42.00      
109 (S) Yes Yes Yes 
 6.00 12.00 6.00 12.00 6.00 6.00 
110 (S) No Yes No  
    6.00   
Total = 48 First trimester = 19 Second trimester = 28 Third trimester = 33 
 Typical=12 Special=12 Typical=20 Special=21 Typical=24 Special=17 
*ticked 'yes' but did not provide amount for how much consumed on special occasions, 
reported amount for special occasions, (E) = English, (S) = Swedish 
 
